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hemostatie 


Promptly and effectively controls bleeding; 
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absorbable i 


Completely absorbed from various types of tissue; 
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convenient 
Requires no cumbersome preparatory procedures; 
applied directly to bleeding surfaces as it comes 
from the container; 


practical 
Pliable; easy to apply; conforms readily 
to wound surfaces; 


versatile 


Available in forms adaptable to a maximum of uses. 
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What May Be Expected of Radiation Treatment 


of Nonmalignant Diseases 


Tuomas H. Lipscoms, M.D. 


JACKSONVILLE 


When any two people meet there are two topics 
of conversation almost certain to come up; first, 
the weather; second, health and disease. 

Mark Twain said, “Everybody talks about the 
weather but nobody does anything about it.” Re- 
cently scientists have found that by “seeding” 
clouds with carbon dioxide crystals they are able 
to cause rain to fall. Thus far one can do only a 
little about the weather, but everyone in this room 
can alter tremendously the course of disease. 

A century ago a physician could intelligently 
follow the development of and practice in the 
whole field of medicine; today that is not possible. 
Treatment by roentgen ray and radium is only 
half a century old. Medical schools devote less 
than 1 per cent of undergraduate time to this 
subject, and, therefore, most medical students do 
not obtain an adequate understanding of radiology, 
and most physicians, once they are in practice, 
have no time for studying this intricate subject. 
Many physicians are not acquainted with the fun- 
damentals of roentgen therapy and are confused 
and suspicious about it. They frequently confuse 
the effects of roentgen rays with those caused by 
other agents such as light, ultraviolet rays, local 
application of chemical irritants and so forth. It 
is obligatory upon the practitioners of radiation 
therapy to bring its merits and limitations to the 
attention of their colleagues. If the patient is to 
benefit from radiation therapy, it is necessary for 
the general practitioner to know what treatment 
by roentgen rays can and cannot do. 

The principles upon which treatment is based 
are as follows: 

1. Penetration of tissues. 

2. Absorption of radiation by tissue. 

3. Selective sensitivity of tissue. 

4. Biologic effect of radiation. 

The penetration of tissues is determined by 
the voltage applied to the tube, filtration by the 
wall of the tube and added filters, target skin 
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distance and density of the tissues. 

The absorption of radiation by the tissues is 
determined by their chemical and physical char- 
acteristics and may be listed in increasing order 
as air-containing lung, fat, body fluids, muscle 
and bone. 

The selective sensitivity of tissues is deter- 
mined by their biologic characteristics. In increas- 
ing order of sensitivity may be listed connective, 
neurogenic, adenogenous, epithelial, endothelial, 
lymphoid and transitional tissues. 

The biologic effect of radiation is as follows: 
Roentgen rays induce changes in the cells similar 
to those induced by other physical, chemical and 
thermal agents. The initial effect is that of de- 
pression. A somewhat larger amount will cause 
destruction of tissue and cell death. Tissue cells 
are radiosensitive in almost direct proportion to 
their biologic activity. Cells that are dividing 
rapidly or showing mitotic figures are more vul- 
nerable than those growing slowly. Cells with 
increased function show earlier and greater re- 
sponse than those with normal function. In brief, 
the action of roentgen rays is inhibitory if small 
amounts are given, regressive for moderate 
amounts and destructive when larger quantities 
have been absorbed. 


Acute Infections 


From the foregoing it is obvious that in most 
acute infectious processes the use of small amounts 
of radiation is indicated. Immediately following 
treatment one may expect an increase in the 
amount of local swelling, increase in local tem- 
perature, increase in phagocytic activity of the 
blood generally and in the tissues locally. Condi- 
tions which respond to roentgen radiation are so 
many and varied that time will not permit listing 
all of them. One dermatologist lists eighty condi- 
tions which respond to radiation. The following 
conditions are cited to illustrate the general prin- 
ciples in treatment of acute infection: 
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Erysipelas has an average duration of ten to 
twelve days. Fifty per cent of the patients treated 
early with roentgen radiation will be afebrile in 
twelve to twenty-four hours. 

Furunculosis, if treated within twenty-four 
hours after its initial appearance, may subside 
without the necessity of incision and drainage. 
Treatment started later may bring about a more 
rapid localization. 

In cellulitis, immediately following radiation 
there may be an increase in the swelling and pain 
followed by sharper demarkation between the in- 
flamed and normal tissue and reduction of pain. 

Acute infections of the tonsils, external ear 
and middle ear frequently respond well to roent- 
gen radiation accompanied by sulfonamide ther- 
apy. Roentgen radiation may, therefore, be a 
valuable adjunct in preparing a patient for ton- 
sillectomy. 

Acute parotitis, acute thrombophlebitis and 
acute bursitis are other conditions which fre- 
quently respond favorably to treatment by roent- 
gen rays. 

Chronic Processes 

In chronic conditions the rationale of roentgen 
therapy is based upon: 

1. Analgesic effect. 

2. Inhibition of abnormal or hyperactive tis- 
sues. 

3. Destructive effect. 

ANALGESIC EFFEcT. — Bursitis and its accom- 
panying painful condition of calcification in and 
around the tendons is often a particularly pain- 
ful process. Pain may be relieved in three 
out of four such cases with a few roentgen ray 
treatments. The calcified deposits are frequently 
absorbed in six to eight weeks. 

Marie-Strumpell arthritis is a painful condi- 
tion characterized by inflammatory changes in the 
synovial membrane and periarticular structures of 
the sacroiliac and spinal joints. The course, if 
untreated, is a progressive ascending deforming 
arthritis. Roentgen therapy, when started early, 
gives dramatic relief from symptoms, and there 
is some hope that it will arrest or reduce the de- 
structive process. Treatment is usually given over 
the affected portion of the spine and repeated in 
three months. 

INHIBITION OF ABNORMAL OR HYPERACTIVE 
TissuEs. — Patients suffering from occlusion of 
the eustachian tube by abnormal lymphoid tissue 
may be relieved by roentgen therapy directed 
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through the roof of the mouth by intraoral cones 
or by lateral ports. 

DESTRUCTIVE ErFect. — In the treatment of 
plantar warts roentgen therapy is given in rela- 
tively large amounts so as actually to destroy 
tissue and bring about an inhibition of the abnor- 
mal hyperactive tissue forming the warts. It is 
satisfactory in about 80 per cent of the cases. 


Endocrine Dysfunctions 

There is less unanimity of opinion as to the 
value of roentgen therapy in endocrine dysfunc- 
tions than in the conditions which have been men- 
tioned heretofore. My personal experience has 
been limited to the treatment of hyperthyroidism 
and mendpausal bleeding. In hyperthyroidism 
the results of roentgen therapy are probably not 
quite as reliable as those of surgical procedures 
and should be used for those patients for whom 
surgical treatment is inapplicable for one reason 
or another. Menopausal bleeding offers a field 
for roentgen therapy under the following condi- 
tions: 

1. That clinical examination and cervical and 
endometrial biopsy have eliminated the likelihood 
of a neoplasm being present. 

2. That the patient be available for study fol- 
lowing treatment. 

3. If any suspicion of a neoplasm persists, 
that either definitive radiation treatment for that 
condition or surgical procedure be carried out. 


Caution 


I do not advise the indiscriminate use of 
roentgen therapy for any and every type of com- 
plaint. I do not believe it is a substitute for good 


medical and surgical care. 


Summary 


Treatment by roentgen rays should be based 
upon knowledge of its fundamental underlying 
scientific basis. 

Acute infections, especially those not respond- 
ing to chemotherapy, constitute radiation emer- 
gencies. By that I mean call upon radiologic 
colleagues nights, Sundays or holidays. 

In acute infections one or a few treatments 
with a small amount of energy, in chronic lesions 
larger amounts given at longer intervals, are 
indicated. 


30 West Beaver Street. 
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Discussion 


Dr. Aaron Z. OBERDORFER, Jacksonville: It is a pleas- 
ure and a privilege to discuss Dr. Lipscomb’s paper. His 
clear and concise analysis of the modus operandi of 
roentgen therapy is most interesting and informative. I 
can speak only from my own experience in employing 
roentgen therapy. First, I should like to state that it has 
always been my policy to leave the amount and fre- 
quency of roentgen treatments entirely up to the roentgen 
therapist. The conditions with which I have had experi- 
ence in this regard have been surgical. 

In the last several years much of the drama of roentgen 
therapy in acute infections has been overshadowed by the 
antibiotics, penicillin and streptomycin. It is much like 
the old dependable “college widow” who now finds two 
attractive and available blondes on the campus. None 
the less, roentgen therapy still has its place together with 
the antibiotics, particularly in localizing infections about 
the face in the well known “danger areas”—and in con- 
trolling pain. Recently, I saw this combined therapy 
used to advantage in a case of actinomycosis of the face 
appearing late in pregnancy and continuing until after 
delivery. The primary infection was about a molar tooth 
with extension anterior to the ear. Massive doses of 
penicillin and streptomycin alone were not sufficient, even 
with adequate drainage, and it was roentgen therapy which 
turned the tide. There was team work involving surgeon, 
oral surgeon and roentgenologist. 

I find roentgen therapy of great help in paronychia. 
Very early a single treatment will frequently abort the 
process; very late it will materially aid localization and 
limit the amount of surgery necessary to cure. I am not 
advocating substituting roentgen therapy for surgery in 
the average case with subungual pus which responds to the 
usual surgery and penicillin. In cases of fungus parony- 
chia, roentgen therapy is even more helpful. 

Furunculosis, particularly axillary, resulting usually 
from sensitivity to under arm deodorants is remarkably 
benefited by roentgen therapy, particularly with regard 
to pain. Frequently, when it is used with penicillin, in- 
cision and drainage are not necessary. 

I do not think that roentgen therapy should be used 
in toxic goiter. By far the most tempestuous thyrotoxic 
storm I have ever seen followed roentgen therapy for 
Graves’ disease. With present day preparation surgery 
can be offered in all these cases. 

Plantar and palmar warts, I believe, are better treated 
by roentgen rays than by either excision or fulguration 
because this form of treatment is attended by relatively 
little disability or interference with normal activity. 

I have enjoyed Dr. Lipscomb’s paper and greatly ap- 
preciate the opportunity to discuss it. 


Dr. FrepericK K. HerPEL, West Palm Beach: I am 
not prepared to discuss Dr. Lipscomb’ s paper. It was, how- 
ever, timely and conservative. I am sure we are aware 
ot the dangers of overirradiation in nonmalignant condi- 
tions. There are distinct values in stimulative therapy in 
many of the acute infections. The most striking results 
are obtained in the acute inflammatory conditions, such 
as boils, carbuncles, and other minor infections in which 
the surgeon does not wish to interfere. I have recently 
been impressed with the improvement in some patients 
suffering with arthritis, following roentgen therapy over 
the spine and lower back. I wish to thank Dr. Lipscomb 
for this opportunity to discuss his paper. 

Dr. FRANK L. Fort, Jacksonville: 1 had not intended 
to discuss this paper, but it seems to me worth while to 
direct attention to one or two other conditions commonly 
seen by the general practitioner which can be treated by 
roentgen ray radiation. The conditions in which I have 
found deep therapy radiation of advantage include bursitis 
of the shoulder and elsewhere, and especially Sudeck’s 
atrophy or causalgia of the extremities. I do not know 
just what happens in these painful joints that causes radi- 
ation to give relief from pain and muscle spasm and im- 
proves the circulation. They do, however, immediately 
begin to improve in function, circulation and decrease of 
pain after roentgen therapy is begun. There is one type 
of ankylosed arthritis of the spine, known as Marie- 
Strumpell’s disease, which is especially recommended for 
roentgen therapy. If the disease is diagnosed early and 
is properly treated, its progress is arrested, and to all 
practical purposes the patient is cured by roentgen therapy 
alone. No other treatment of any particular value is 
known for this type of arthritis of the spine. It does not 
benefit in the old cases, nor does it limber up the anky- 
losed spine. In the early cases, however, the results are 
brilliant. 

Dr. Lipscoms, concluding: I wish to thank all of the 
discussants of this paper. 

I differ a little from Dr. Fort in that I think roentgen 
therapy has a field in arthritis other than in Marie- 
Strumpell disease. I have treated many retired ministers 
and their wives out at Penney Farms. At times some of 
these cases seemed to be absolutely hopeless, but willing 
to do what I could, I have obtained remarkable improve- 
ment from the analgesic effect of radiation. When re- 
lieved of their pain, many arthritics are found to have 
a considerably wider range of motion than seems possible 
at the first examination. 

In writing this paper I have tried to bring to you 
only the principles involved, rather than burdening you 
with the details of roentgen therapy. The latter, I be- 
lieve, may well be left in the hands of your radiologist. 
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Modified Autohemic Therapy 


JoHN A. MEAsE, Jr., M.D. 
DUNEDIN 


The credit for first using autohemic therapy is 
claimed by Dr. L. D. Rogers,’ now deceased. His 
definition of autohemic therapy is that it ‘consists 
in giving the patient a remedy made from a small 
quantity of his or her own blood without the use 
of drugs or bacteria,” and this therapy was first 
used by him in 1910. He taught a number of 
physicians to use his technic, but so far I cannot 
find any report in the literature of this work 
except by Dr. Rogers himself, and he discussed the 
treatment, but gave no process for making or pre- 
paring the so-called autohemic serum. This proc- 
ess was explained to me by Dr. L. H. Gilleland,” 
now deceased, who had worked with Dr. Rogers, 
and I am passing it on to the members of the Asso- 
ciation for what it is worth. To me, many of the 
claims made by Dr. Rogers seem preposterous. 
After thinking the process over for six months 
after the death of Dr. Gilleland, however, I de- 
cided to try it out. Mrs. Gilleland, who had worked 
with her husband for sixteen years, lives in Dune- 
din, and I asked her to help me, which she kindly 
consented to do. It has now been fifteen months 
since I began using this treatment, and I believe 
that there is a great deal of merit in it. I have 
changed the technic somewhat and am continuing 
to attempt to get better results. To me the term 
“autohemic serum’ is a misnomer as the whole 
blood is used and not just the serum, but for lack 
of a better name I shall use the term serum. 

Having coronary disease and arthritis myself, 
I took the first treatments personally and with a 
great deal of skepticism, deciding beforehand that 
they would do no good, but could not possibly do 
any harm. In this I was surprised, as the next 
day after the first treatment my arthritis had 
been lighted up and I ached all over. After four 
treatments at weekly intervals the arthritic pains 
were all gone, but there was stiffness in the various 
affected joints. After continuation of the treat- 
ment at rather irregular intervals, the stiffness also 
left. Following my personal experience I began 
to ask some of my patients with chronic conditions 
if they desired to take this treatment. As a result, 
my associates and I are now giving about forty 
treatments per week. The patients have all been 
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suffering from chronic conditions that have not 
responded favorably to the usual forms of treat- 
ment. No patients have received this therapy 
when the usually effective treatment has been in- 
dicated; so the percentage of failures is necessarily 
higher, I imagine, than when this treatment would 
be given regardless of the chronicity of the condi- 
tion and when more generally accepted methods 
of treatment would be indicated. All patients tak- 
ing the treatment were advised of its history, my 
inexperience in giving it, that it might do them no 
good, but would do them no harm, and that they 
would be the judges of its merits. 

The cases of especial interest at this time are 
those of bronchial asthma and hay fever, arthritis 
and skin diseases except psoriasis. This one ex- 
ception is a condition in which the etiology is ob- 
scure and the treatment far from satisfactory. 
Autohemic therapy might help psoriasis, but the 
time eement for proof would be far beyond my 
own life expectancy. We are treating other classes 
of disease, but our numbers are too small yet to 
warrant any conclusions as to the effectiveness of 
the treatment. 

There have been many variations in the prep- 
aration and administration of autohemic products, 
from the whole blood to the serum. The usual 
method, of course, is to take various amounts of 
blood from the patient into a syringe with or with- 
out a small amount of anticoagulant, such as 
sodium citrate, and immediately give it back to 
the patient intramuscularly. Also, in one technic, 
namely the persistent vomiting of pregnancy, the 
blood of the husband is injected into the muscle 
of the wife. Some of you here may have used this 
or some other form of autohemic therapy with vari- 
ous degrees of success or failure. Ross and Riche- 
son* in 1947 reported satisfactory results in treat- 
ing acne by the use of whole blood injected imme- 
diately into the buttock and made the observation 
that the intensity of the treatment has an impor- 
tant bearing on the results obtained. Marks‘ in 
1942 used autohemic serum as a specific antigen 
in the successful treatment of lymphopathia vene- 
reum. The successful treatment of typhus fever 
has been reported by the injection of convalescent 
serum combined with the patient’s own blood.° 
Fresh blood and dried blood cells have been used 
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successfully in the treatment of chronic ulcers of 
the leg. Autoserotherapy for the treatment of 
drug addiction has been reported with favorable 
results by Vivian.’ The difference between this 
treatment and the others is that the serum is ob- 
tained from a large vesicle resulting from a blister- 
ing agent. No longer than last month the suc- 
cessful treatment of basal cell epithelioma by the 
injection treatment of tissue extracts was report- 
ed.” Although this is not autohemic therapy, it 
is closely related. There are probably many more 
modifications of autohemic therapy, but the ones 
I have mentioned are those that I have recently 
reviewed. There is not time to take up the chem- 
istry and known composition of the blood, but all 
of you are familiar with the subject, and the de- 
tails can be found in any standard book on physio- 
logic chemistry. Suffice it to say that the body 
fluids are about 70 per cent of the weight of the 
human. These are roughly divided into the ex- 
tracellular fluid consisting of blood plasma (5 per 
cent of body weight), interstitial fluid (15 per 
cent of body weight), and intracellular fluid (50 
per cent of body weight). The composition of the 
extracellular and intracellular fluid differs al- 
though there is a rather constant exchange of the 
two fluids. 
Procedure 

When I first started this work, 10 to 16 minims 
of blood was drawn from any convenient and, if 
possible, easily punctured vein, usually on the 
forearm. This 1 cc. of blood was put into 15 cc. 
of sterile distilled water and vigorously shaken; 
then it was put into an incubator at 37.5 degrees 
centigrade and incubated for approximately twenty 
hours. After the incubation period the sterile wa- 
ter blood mixture was vigorously shaken by hand 
for three minutes. The mixture when first taken 
from the incubator contained a pellicle. The 
shaking broke this pellicle up and caused a large 
amount of foam to collect on top of the mixture. 
About one half of the fluid was then poured out, 
and the original volume was made up with added 
sterile distilled water. This again was shaken for 
three minutes, and about two thirds of the fluid 
was poured out, leaving the foam on top. Once 
more the mixture was brought up to the original 
volume with sterile distilled water and again 
shaken. Next, nearly all of the fluid was poured 
out, and the volume was again brought up to the 
original 15 cc. with sterile distilled water and 
shaken for three minutes. Most of this mixture 


was poured out except the foam, and this was 


brought up to the original 15 cc. with sterile nor- 
mal saline solution. This is the portion that is 
injected. The usual dose is from 3 to 10 cc. 

I have here the bottles we use in the prepara- 
tion of this serum and will briefly describe the 
process again. The treatment course consists of 
one or two weekly injections until the patient is 
symptom-free, and then the intervals of treatment 
are lengthened until one is given monthly. This 
schedule is maintained for a period of one year. It 
sometimes happens that this routine does not 
work, and after a three or four week interval the 
symptoms recur. Then weekly doses for two or 
three times must be given until the symptoms dis- 
appear, and thereafter the interval is again length- 
ened. Also, as is usual in any form of treatment, 
there are exceptions. Sometimes a few treatments 
seem to clear up the condition, and no further 
treatments are required. Other times there are no 
results with continued intensive or irregular ther- 
apy or combinations or both types of treatment. 

As a general rule one of three things happens 
after a series of from five to ten treatments. 

1. The patient immediately shows improve- 
ment or shows improvement within a maximum of 
ten treatments. 

2. The patient has a reaction locally or sys- 
temically, which usually occurs within twenty-four 
hours, but some may have delayed reactions for 
as long as three days, and they usually persist from 
twelve to twenty-four hours. 

3. The patient responds neither way. There 
is neithér immediate improvement nor delayed im- 
provement, nor is there reaction of any type. This 
type of patient is considered as immune or not 
responsive, and treatment is discontinued. 

In cases of demonstrable foci of infection, as 
abscessed teeth, chronic cholecystitis, chronically 
infected tonsils and the like, the treatment is not 
given, or is given in conjunction with the removal 
of the foci. In other words, if a rheumatic patient 
comes in for treatment and has dental caries or 
suspicious apical abscesses, he is instructed to have 
a roentgen examination of his teeth and proper 
surgical procedures carried out if they are indi- 
cated. If this recommendation is not carried out, 
treatment is not begun, or if it has already been 
started, it is stopped. This policy also applies to 
other cases of chronic diseases with foci of infec- 
tion as a possible causative agent. 

As the number of patients increased, it was evi- 
dent that the hand method for shaking the various 
dilutions was too slow and laborious; so a shaking 
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machine was obtained. Then further trouble was 
encountered. Some of the patients seemed to get 
better up to a certain point and just stayed there 
in spite of weekly treatments. After some experi- 
mentation with the number of shakes per minute, 
it appeared that 875 was the optimum number. 
By the number of strokes I mean the number of 
upstrokes, and these were regulated by a rheostat. 
The reduction in the speed of the shaking machine 
resulted in a preparation that caused sterile ab- 
scesses, which took about six weeks to heal. In the 
patients who did not have sterile abscesses, small 
nonpainful subcutaneous nodes were formed and 
persisted for about four weeks before being ab- 
sorbed. This procedure did not solve all the prob- 
lems; so the blood was incubated at lower tem- 
peratures, but this measure did not help. For the 
next step I used 2 cc. of blood in 15 cc. of sterile 
water, and this seemed to do the trick. At the 
present time we are using 2 cc. of whole blood in 
15 cc. of sterile distilled water, as our first step. 

You are probably wondering why the incuba- 
tion and why the shaking. This is part of the 
procedure that was passed on to me, and I suppose 
it increases the sensitivity and selectivity of the 
antigen which is in the blood. Herein, I believe, 
lies the benefit of this treatment. It is certain that 
the pellicle which forms must be broken up, and 
in some instances this end seems to be more readily 
accomplished by hand.at the first shaking than by 
the machine. In other words, it is an antigen 
which is recovered from the blood and with its 
sensitivity increased given back to the patient, and 
from this procedure the benefits are derived. It is 
thought to be tied up in some way with the amino 
acids due to the nitrogen element. 

You probably would raise the question as to 
why go through the dilutions until a clear serum 
is obtained before using it because if an antigen is 
present, it would be so dilute that it could do no 
good. That is one of the first considerations that 
came to my mind; so I took 1 cc. of the second 
dilution and 2 cc. of the third dilution and injected 
them subcutaneously, thereby producing some of 
the most beautiful sloughs you could imagine. 
These sloughs took about eight weeks to heal and 
left lineal scars. For some unknown reason, as 


long as there is any red color in the dilution it 
will produce a slough. 

The results of our work to March 1, 1949, the 
date on which I took the statistics for this report, 
are set forth in table 1. 
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Table 1.—Results of Autohemic Therapy 
Results 
Cases | Symptom- 
Free Improved Failed 

Asthma and 

Hay Fever} 17 10 6 1 
Arthritis 57* 20 25 10 
Skin 

Conditions| 12 5 3 | 4 





*In this group 1 patient died of congestive heart 
failure and 1 committed suicide. 


Conclusion 

This series of cases is not large, and this is only 
a preliminary report. It has been shown that some 
patients respond to the autohemic treatment de- 
scribed and some do not. All of the patients in 
this series had been treated previously with the 
conventional recognized treatment, which had 
failed to benefit them. This is reported as an ad- 
ditional method of treatment which may be used 
in those cases in which there has been no response 
to the usual methods. 
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Discussion 


Dr. J. Ropert CAMPBELL, Tampa: My interest in auto- 
hemotherapy extends back to 1935, when, as a medical 
student, I attempted to satisfy a strong curiosity about 
the therapy. The French literature, between 1910 and 
1925, is rather profusely scattered with references to auto- 
hemotherapy in the treatment of such diseases as arthritis, 
iritis, and other infections which were considered nonspe- 
cific. Investigating the literature of autohemotherapy leads 
in many ways and by diverse paths into such time-honored 
treatments as the use of typhoid vaccine for arthritis and 
other conditions, and the use of nonspecific protein in the 
form of milk extracts, pancreatic extracts, and various 
tissue derivatives including enzymes, which are used with 
supposedly specific effect, but probably act through their 
nonspecific protein nature. 

I employed the therapy in the early years of my 
practice, while associated with surgeons, and in many 
cases found that it brought about interesting improvement. 
Later, I could not help comparing the beneficial effects of 
histamine in ‘various diseases and in the treatment of 
various symptoms with the results frequently derived in 
the use of autchemotherapy. Parenteral injections of any 
protein may bring about an inflammatory response, which 
may affect the general bodily functions. To some extent 
the response to histamine injections involves circulatory 
responses, which resemble inflammatory stimulation. The 
whole field of fever therapy, even including malarial fever 
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therapy, may bring about beneficial results in ways which 
differ from nonspecific protein therapy only in degree. 
Emphasis today has been placed upon the danger of 
sloughing in the injection of blood derivatives intramus- 
cularly. Actually, we are all familiar with the use of 
intramuscular injection of whole blood in hemorrhagic 
diseases of the newborn, in which treatment massive 
sloughing rarely occurs. The incubation procedures used 
by Dr. Mease must enable some change to occur which 
makes the blood derivative more liable to produce slough- 
ing than does fresh whole blood. It is possible that the 
product described by Dr. Mease may have some different 
proteins than the proteins of fresh blood, but I would 
suspect that other changes are primarily responsible for 


the sloughing rather than simple digestive fermentation 
of proteins. 

The results that Dr. Mease has obtained are interesting, 
but I do not believe that the shaking and incubation proce- 
dures are necessary to achieve such results, because many 
investigators have found that injection of fresh whole 
blood can be followed by similar beneficial results in 
selected patients. 

Dr. MEAsE, concluding: I think the shaking of the 
blood mixture and the incubation of it increase its sen- 
sitivity. I do not think this treatment is a cure-all. 
Also, I am going to include bone marrow in a further 
study. I appreciate your kind attention. 


Brief Stimulus Convulsive Therapy 


Wacter G. Mires, M.D. 
CHATTAHOOCHEE 


Electric shock therapy has progressed in the 
last eight years from experiment to one of the 
most important clinical methods of psychiatry. 
There has been a growing amount of information 
about this new form of electric convulsive treat- 
ment since its adoption six years ago. Brief 
stimulus therapy was developed on the basis of 
experimental analysis of the time factors of the 
excitabilities involved in electric convulsive ther- 
apy. Its aim is the decrease of postconvulsive 
confusion, memory disorders and electroenceph- 
alographic changes, thus permitting a decrease of 
the possibility of damage to the brain even when 
an increase of the number of convulsions may be 
considered as beneficial to the patient. 

Almost all treatment has employed sine wave 
alternating currents of 60 cycles per second. This 
was used originally for simplicity and continued 
because of the excellent clinical results obtained. 
It has been recognized from the first, however, 
that this type of current was not necessarily ideal. 
In fact, there have always been sound theoretic 
reasons to believe that currents of brief duration 
would stimulate the desired centers with less del- 
eterious effects. 

Technic of application differs little from con- 
ventional shock therapy. The apparatus made 
by Offner was used in the series of cases presented. 

There may be a fairly high initial skin resist- 
ance in the vertex temporal position of electrodes. 
Resistance is usually brought down to 500 to 700 
ohms by the preliminary use of alcohol and phy- 
siologic saline, as well as by rubbing of electrode 
jelly into the skin (avoiding irritation of the skin). 
It is good practice to do at least part of the rub- 
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bing a few minutes before the patient lies down 
for the actual treatment so as not to prolong pre- 
convulsive anxiety. As the number of treatments 
increases the resistance tends to become higher, 
probably owing in part to improper cleansing of 
the treated regions. 

The current for brief stimulus therapy is set 
for 120 pulses per second. As the current flows 
both above and below the zero line, the average 
is zero, and thus no direct current flows through 
the patient. This is a safety feature, as it re- 
duces the possibility of electrolytic damage. Varia- 
tions from three tenths of a second to five seconds 
are available. A range of from one to one and 
one-half seconds in most cases is sufficient; the 
advantage in increasing the duration one and one- 
half to two seconds is seldom indicated. 

The strength of the current is set with the 
control knob. It allows a continuous variation of 
the output current from zero to the maximum 
available. Pressing the test button presets the 
treatment current (allowing the operator to read 
the exact milliamperes); it also sets the time and 
resets the holding peak current meter. The peak 
current required to obtain a convulsion with brief 
stimulus therapy varies from perhaps 300 milli- 
amperes in young patients to as high as 700 or 
800 milliamperes in older, deteriorated or resistant 
patients. It is not necessary to limit the current 
so nearly to the threshold value as with the older 
technic. It is undesirable, however, to use exces- 
sive currents as such currents will increase the 
severity of the initial contracture with the pos- 
sible danger of fracture. It is undesirable to ad- 
minister subconvulsive doses with this form of 
treatment because these currents appear to have a 
lesser effect on the consciousness than do con- 











ventional electroshock currents, and an apprehen- 
sion frequently exists after a petit mal. 

During the past year I have treated 127 white 
women with this therapy, their ages ranging from 
16 to 76 years. The patients in this series of cases 
were given an average of twelve grand mal seiz- 
ures. Many of them had previously experienced 
conventional shock therapy and readily expressed 
preference for brief stimulus therapy because it 
did not produce so much dreaded confusion, mem- 
ory disorder and headaches which make them 
less receptive to educational and conventional 
psychotherapy. Nevertheless, a great number of 
patients still dread this treatment. This fear, 
which is prominent in any form of therapy, is 
particularly well verbalized by the patients under 
brief stimulus therapy because of the persevera- 
tion of their intellectual aptitudes. This fear may, 
however, be overcome in the great majority of 
patients, not only by the technical adjustment or 
different factors involved in the treatment, but 
also by a firm and patient management of each 
individual case by the physician and nursing staff. 
No accidents were encountered, and no analeptics 
were used. 

In summary it can be stated that a favorable 
response to the first three treatments generally 
indicates a good outcome with quick remission. 
Results were best in simple endogenous or meno- 
pausal depression and were poorest in cases with 
prominent schizophrenic features. In recurrent 
depression, treatment not only was valuable at the 
end of the episode but could also effectively abort 
an incipient depression. Wilcox,’ in a careful anal- 
ysis of over 2,000 cases, concluded that 40 per 
cent of even the most chronic cases can be helped 
by protracted and persistent treatment. 

Unidirectional, pulsating current produces less 
confusion, less memory difficulty, and fewer elec- 
troencephalographic changes than alternating cur- 
rent, but is also associated with much more appre- 
hension. It is frequently used in combination 
with pentothal sodium. The Glissando effect, in- 
volving a progressive increment of current, dimin- 
ishes the force of the initial jolt and the risk of 
vertebral fracture. A somewhat similar effect 
can be secured by introducing treatment with a 
small subconvulsive dose, followed immediately by 
a grand mal. Opinion is still divided on the rou- 
tine use of curate. Wilbur and Fortes’ were of 
the opinion that it is helpful in the treatment of 


old patients. 
A growing variety of electroshock treatment 


technics is being employed. This should lead to 
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greater individualization of treatment, but the in- 
dications for each variation are still too obscure. 
One author stated that treatment can often be 
limited to four to six treatments in cases in which 
the patient responds well. Savitsky and Karl- 
iner’ reported that 34 per cent of their cases 
required five or less treatments. Even cases that 
require more intensive treatment can now be han- 
died in a week or two. Wilcox’ begins in such 
cases with daily treatment (using unidirectional 
current), diminishing the frequency of treatments 
as patients begin to improve. 

Milligan‘ described a method of intensive treat- 
ment, involving up to four shocks a day, in which 
prolonged states of confusion are deliberately in- 
duced. He reported excellent results in anxiety 
States, hysteria and obsessional states, especially 
in chronic cases resistant to psychotherapeutic 
influence. He did not find memory difficulties 
especially pronounced thereafter. Thorpe’ also 
recommended intensive electroshock treatment in 
acute manic excitement. From three to six treat- 
ments are given in the first day with gradual 
diminution of frequency of treatment as the ex- 
citement is controlled. Twelve cases were treated 
successfully in this way without danger or un- 
desirable sequelae. 

Tyler and Lowenbach* found that they can 
often shorten the entire period of treatment to 
four or five days by administering four treatments 
on the first day and less on succeeding days. A 
state of confusion is thus maintained throughout 
the course of treatment; but according to these 
authors there is no increased tendency to memory 
difficulty, intellectual defect or brain damage after 
treatment is concluded. They especially recom- 
mended the procedure for schizophrenia or agitated 
depressions, or in other cases when time is an 
important factor. 

Summary 

The value and technic of brief stimulus con- 
vulsive therapy are discussed. 

A series of 127 cases in which this treatment 


was used is reported. 
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Coccygodynia: Report of One Hundred 
and Fifty Cases 


CLAUDE G. MENTZER, M.D. 
MIAMI 


It is the purpose of this discussion to direct at- 
tention to an ailment too frequently overlooked 
by the proctologist, namely, coccygodynia. A 
review of my records for the last nine years shows 
this diagnosis to have been made in 150 cases. 

Simpson™ first described and named this con- 
dition “‘coccygodynia” in 1859. He ascribed the 
pain to the contraction of muscles attached to 
the coccyx, which had been injured previously, or 
was the site of inflammation. Though not a re- 
cently discovered entity, it has been recognized by 
few physicians, and the unfortunate patient has 
been deprived of the quick relief now available. 
Thiele,“ in 1934, first observed these muscles 
to be in tonic spasm and worked out a simple and 
effective treatment, massage. So, a diagnosis is 
first necessary before treatment for relief can be 
given. 

A brief review of the anatomy of this area will 
help in more clearly interpreting the evidences of 
coccygodynia. The coccyx is composed of four 
or five segments which usually fuse, but may 
establish joint movements. In either case, it 
seems to have little bearing on the coccygodynia 
complex unless caused by the trauma of fracture 
or dislocation. The coccyx lies midway between 
the ischia, being somewhat protected by them, 
more so in the male. It is not only the caudal end 
of the spinal column but is also the point of at- 
tachment for four muscles—the lower portion of 
the gluteus maximus, the coccygeus, the posterior 
portion of the levator and the superficial portion 
of the external sphincter ani. An intricate net- 
work of spinal nerves supplies these structures and 
with the autonomic nerves also innervates the anal 
canal, rectum and pelvic urogenital organs. Be- 
cause of this intercommunicating nerve structure, 
the coccyx also may be the site of pain far removed 
from the causative lesion by a referred mechanism. 
Kleckner*® made a simple classification which 
coincides with the anatomic concept: (1) coccyg- 
odynia, real or true, and (2) pseudococcygodynia, 
or referred type. 

A diagnosis is often suggested by the way a 
patient squirms about after sitting awhile, and the 
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evident distress when getting up from the sitting 
position. The pain rapidly disappears after walk- 
ing a little. Many find that lying on the back 
causes pain in this area and are relieved by turn- 
ing over on the abdomen. Some relief is often 
obtained after defecation. 

In looking for coccygodynia, as with any diag- 
nosis, two moss-grown adages should be observed, 
“one finds what one looks for” and “think of all 
the possibilities.” Too often a urologist or gyne- 
cologist overlooks a rectal carcinoma within reach 
of the index finger. Likewise, the proctologist is 
often unable to tell whether a patient even has a 
prostate after a rectal digital examination, much 
less cancer of the prostate or cervix, or coccygo- 
dynia. 

The digital or rectal examination clinches the 
diagnosis of coccygodynia suggested by the his- 
tory. The coccyx is palpated with the index fin- 
ger inserted its full length into the rectum and 
then manipulated bimanually. In coccygodynia, 
extension of the coccyx causes pain. The ischiac 
spine is then located on one side, and with deep 
pressure, the finger is moved toward the coccyx, 
thereby pressing on the levator and coccygeus 
muscles on that side. This pressure is repeated on 
the opposite side, and the difference in tone is 
noted. The patient is asked which side is more 
tender to pressure, and in almost every case there 
is unilateral spasm when coccygodynia is present, 
and this manipulation almost invariably redupli- 
cates the pain. 

In differential diagnosis, a deep-lying ischio- 
rectal or supralevator abscess must be ruled out. 
In the latter case, the pain is different, being con- 
tinuous even when the patient is walking, and 
urologic symptoms are more often present. Also, 
there is fever. Tenderness to deep pressure on the 
skin overlying the abscess is present, and digital 
examination reveals a boggy, tender encroachment 
into the rectal lumen rather than the tense border 
of a spastic muscle. And, fissure and cryptitis 
must also be kept in mind, but here, too, the pain 
is different and usually increases rather than les- 
sens after a bowel movement; it is characterized 
by burning and cutting rather than the cramping 
in coccygodynia. 
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With this brief survey of applied anatomy, 
diagnosis, and classification into true and referred 
types of coccygodynia, it will be of interest to ana- 
lyze the information obtained from the case records 
of 150 patients suffering with this ailment. 

The sex incidence is predominantly female, 
with a ratio of 133 to 17. Of the 133 women, 63 
had had pregnancies, while 70 had not. Only 1 
gave a history of injury to the coccyx during 
delivery. 

The youngest patient was 23 and the oldest 74. 
The largest number of patients, 58, were in the 
fourth or menopausal decade (table 1). 


Table 1.—Age Incidence 


Age Patients 
io) | ; ra 4 
30 to 40 an a 
40 to 50 ..... 58 
50 to 60. ; 46 
60 to 70 . 7 
74 ies . ¥ 


There was a history of injury to the coccyx in 
only 8 of these cases. A roentgen study of this 
area was made in 9 cases. In 4, the results were 
negative; in 1, fracture was present, and in 4, 
arthritis of the sacrococcygeal joint. 

There was tonic spasm of the levator and 
coccygeus muscles in every case. It was unilateral 
in 112 cases and bilateral in 17; the side was not 
stated in 21. 

This series of cases is divided into three 
groups: Group I consists of cases of coccyg- 
odynia without proctologic disease, numbering 64. 
In 27 of these cases there had been no anorectal 
pathologic condition, and in 37 rectal surgery had 
been performed one to twelve years before, but not 
at the time of examination. Group II comprises 
those cases in which coccygodynia and proctologic 
disease coexisted. They numbered 53. Group III 
consists of 33 cases in which coccygodynia de- 
veloped two weeks to one year following anal 
surgery (table 2). 


Table 2.—Coccygodynia 


Group I Without proctologic disease . 


Group II With proctologic disease ..... 53 
Group III Following proctologic surgery 
(2 weeks to 1 year) 33 
Treatment 


As soon as the diagnosis of coccygodynia was 
made in this series, massage of the involved 
muscles was started. In the cases classified in 
groups I and III the treatment was similar. In 
those in group II surgery or medical treatment was 
advised, plus massage. In this group there were 


53 patients; 27 were operated upon, 11 were treat- 





Votume XXXVI 
NuMBER 1 


ed medically, and 15 received no treatment for 
anal disease. 

The method of massage is as follows: The 
index finger is inserted full length into the rectum 
and is then swept from the ischiac spine to the 
coccyx on the affected side, pressure being exerted 
on the levator and coccygeus muscles. The first 
massage is usually light. If the diagnosis is cor- 
rect, the patient observes noticeable relief for 
twenty-four to forty-eight hours. The second 
massage should follow twenty-four to forty-eight 
hours after the first. It can usually be heavier 
and longer as the treatments progress. When a 
patient is asked to return in four days and has had 
relief for only two days, the next visit is set at two 
days, and then the interval between treatments is 
gradually lengthened. In the more painful cases 
in groups I and II, an injection of an oil-soluble 
anesthetic about the coccyx and into the involved 
muscles was advised and was carried out in 45 
cases under caudal or local anesthesia, in addition 
to the massage. Massage alone was done in 105 
cases. The number of treatments varied from 1 
to 21, with an average of 5.7 per patient. 


Results of Treatment 

In 75 of the cases in this series the patients 
were contacted one week ago and asked about the 
status of the coccygodynia. From this infor- 
mation and from an approximate evaluation of re- 
sults from the records of those not contacted, the 
summary in table 3 gives a rather close estimate 
of the results of this therapy. 


Table 3.—Results of Treatment 











__ Patients Cured __ Improved Unimproved 
| 

Group I | 4 or 6% 
__ 64 | 44 or 69% | 16 0r 25% | (without) 
Group II | | 3 or 6% 
- 53. | Wor 57% _| 20 or 37% _ (with) 

| 1 or 3% 
Group III | (after 
33 —si|_ 27 or 82% 5 or 15% | surgery) 


These figures are similar to those for a series 
of 142 cases reported recently by Thiele.'” His 
results were 66 per cent cured, 28 per cent im- 
proved and 5 per cent unimproved. The 5 per 
cent group were all medical cases. 

In my series, 4 patients had had coccygectomy 
without relief. Massage cured all 4. Coccygec- 
tomy cured 2 patients when massage had failed. 


Discussion 
Applying Kleckner’s classification* of true and 
referred types to this series of 150 cases shows 
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that true coccygodynia was present in only 12, 
while in the others pseudococcygodynia, or the 
referred type, was present. 

This latter term implies that the coccyx is not 
itself injured or diseased, and that the causative 
factor is some other stimulus which is responsible 
for the reflex spasm of the levator muscles, there- 
by simulating a true coccygodynia. Thiele'” was 
of the opinion that focal infection is most fre- 
quently found in the anal crypts and the pelvic- 
genitourinary organs. This theory may apply to 
groups I and II, those without proctologic disease 
and those with it, but it does not entirely explain 
group III. 

Gorsch* may have the answer for the cause 
of the pain in this third group. He has directed 
attention to the composition of the conjoined longi- 
tudinal muscle. This is composed of fibroelastic 
extensions of the levator (striate muscle) and the 
sizooth muscle from the longitudinal coat of the 
rectum. These conjoined muscles extend down- 
ward from the levator level and send out multiple 
septums between and through the various parts 
of the external sphincter; they are attached to the 
anal skin at the level which is called the white line 
of Hilton. The two k'nds of nerves, spinal and 
autonomic, supplying these two types of muscle 
are therefore in the right place to be stimulated by 
foci of infection or any other painful condition 
such as firm scars resulting from recent anal sur- 
gery and the infection coincident to wound heal- 
ing in the anal canal. This last factor may ex- 
plain the early occurrence of coccygodynia after 
anal surgery. Massage hastens relief. Perhaps if 
the coccygodynia symptom were not called to the 
attention of the patient by the proctologist, it 
probably would be accepted as one of the usual 
sequelae of anal surgery. Relief would and has 
come in many unsuspected cases by the softening 
of these scars and the regeneration of the nerve 
end caught in them. In all this theorizing the 
unilateral spasm has not been explained. 

In group I, without proctologic disease, focal 
infection in the pelvic-genitourinary tract has not 
been ruled out as carefully as it should have been. 

Another factor which predisposes patients to 
this ailment is the lowered nerve threshold occur- 
ring in women and in the age group coincidental 
with the menopause. There were 57 women be- 
tween the ages of 40 and 50 in this series. 

The following brief reports of cases offer a 
sample variety of causative factors. 
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Report of Cases 


Case 1—A white woman, aged 74, had symptoms of 
severe coccygodynia, previously diagnosed as sacrococcyg- 
eal arthritis and confirmed by roentgen examination. 
Digital rectal examination revealed tenderness of the left 
levator and coccygeus muscles. She had complete relief 
after six massages and the injection of 10 cc. of anucaine. 

Case 2.—A white man, aged 35, had cryptitis and 
coccygodynia with unilateral spasm of the levator and 
coccygeus muscles. Repeated massages by both Dr. Thiele 
and myself gave temporary relief. Cure was finally 
effected by a cryptectomy done by Dr. Thiele. 

Cases 3 and 4-—Two white women, aged 28 and 29, 
gave a history of a fall and injury to the coccyx. Both 
had been subjected to coccygectomy before I saw them; 
so I do not know the roentgen findings. They continued 
to have coccygodynia and were completely cured after 
massage. One was massaged five times and the other 
twelve times. 

Case 5.—A white woman, aged 35, could neither sit, 
nor get up, nor lie comfortably after receiving a blow in 
the region of the coccyx and she suffered severe pain. 
Thinking to take her mind off her trouble, she decided to 
go on with her horseback riding. While she was mount- 
ing, the horse started suddenly and landed her in the saddle 
forcibly. She had sudden pain and then was completely 
relieved. Reduction of the dislocation was effected in this 
manner. 

Case 6—A white woman, aged 55, had had a compli- 
cated fistulectomy two years previously and a fecal im- 
paction in the early postoperative period. When she con- 
sulted me, coccygodynia with right-sided muscle spasm 
was present. She was massaged, and during the second 
treatment a hard fecal ball, 1% inches in diameter, was 
felt and broken up. After expelling this with an enema, 
she was completely relieved. 

Case 7.—A white woman, aged 49, had associated anal 
crypt, fissure and coccygodynia with spasm of the right 
levator. She also had an early hydronephrosis due to 
pelvic obstruction and ptosis of the right kidney. Follow- 
ing anal surgery and massage, coccygodynia was relieved 
75 per cent. Symptoms return, however, when she has 
what she calls a “G.U. flare-up.” 


Conclusion 

Coccygodynia is more prevalent than suspected 
and if looked for, will be diagnosed with greater 
frequency. 

There are two types of coccygodynia, the true 
and referred. Cases of the latter outnumber those 
of the former 12 to 1. 

It is thought that a focal infection is the 
etiologic factor in referred coccygodynia, causing 
tonic spasm through a nerve reflex. 

The diagnosis is easily made. 

The treatment is simple and can be carried out 
in the home, office or hospital. Elimination of 
infection is done by surgery or medical treatment, 
as indicated. The results of treatment are grati- 
fying. 
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Problem of Surgical Amebiasis with Respect 
to Acute Appendicitis 


AmsIE H. Lisensy, M.D. 
PANAMA CITY 


Every physician in the United States should 
be alert to the fact that he will inevitably come in 
contact with amebiasis, caused by Endamoeba his- 
tolytica, and should prepare himself accordingly. 
Hummel’ and Barr,’ as well as Craig and Faust,” 
demonstrated conclusively that this parasitic inva- 
sion occurs in at least 10 per cent of the general 
population. Faust‘ estimated the incidence at 20 
per cent. 

Why such a high percentage exists is difficult 
to say, other than the fact that this disease is easily 
transmitted. Since the war the incidence is con- 
sidered greater because of soldiers who were sta- 
tioned in the South Pacific acting as carriers. 
Cysts acquired through unboiled water may lie 
dormant in the pouches of the large intestine for 
years, some leaving through the feces from time to 
time. This circumstance makes the country 
latrines specifically dangerous in so far as these 
released cysts are still accessible to flies, which 
may contaminate foods, especially green vegetables. 

Also, it is empirically true that amebiasis can 
express itself in many bizarre symptoms so as to 
confuse an unalert physician. Craig and Faust” 
emphasized: “Clinically the various phases of in- 
fection with this ameba may be mistaken for other 
disease conditions, most frequently for bacillary 
dysentery; mucous colitis and other forms of co- 
litis; carcinoma of the rectum; chronic enteritis; 
schistosomal and balantidial dysentery; chronic 
appendicitis; food allergy; gallbladder disease; 
peptic ulcer, and chronic gastritis.” 

Ochsner’ stated in a report of a study made 
at the Charity Hospital in New Orleans that 10 
per cent of the patients who had appendicitis also 
had amebic involvement. 

Two years ago my associates and I gave little 
thought to amebiasis as a local possibility, for we 
generally considered it to be a tropical manifes- 
tation. It happened, however, that a staff member 
was stricken with severe pains in the epigastrium. 
He had no diarrhea. Roentgen and laboratory 


examination showed the presence of amebiasis with 
granuloma of the cecum. Since then we have been 
alert for such parasitic invasion and, in con- 
sequence, have found 24 cases that presented a 


history of one or several of the following symp- 
toms: indigestion, gas, a feeling of fulness, recur- 
ring pain, nausea, or general abdominal discomfort. 
Few patients gave a history of diarrhea. After 
talking with these patients, we would come to the 
conclusion that most of them were of a nervous 
disposition, and they would admit that they were 
“a little nervous.” Then, with nothing definite 
to put our finger on, we would make a diagnosis 
of nervous indigestion. We treated them for this 
with some degree of success. For the last two 
years, however, we have been more cautious about 
treating or mistreating patients with vague ab- 
dominal symptoms for nervous indigestion. Many 
of these patients will be found to be suffering with 
amebiasis if stool examinations are made. 

In several cases in which gastric or duodenal 
ulcers were suspected, a roentgen study of the 
gastrointestinal tract was made. No evidence of 
ulcer was found. A filling defect was, however, 
noted in the cecum or ascending colon. In 6 such 
cases, amebiasis was suspected, and a stool check 
was made. Amebae were found in 5 of these 6 
cases. We had one other case in which the pa- 
tient, with a history suggesting amebiasis, had been 
checked by three other doctors in three other cities 
with negative results. Thinking that he was per- 
haps suffering from chronic ulceration of the 
stomach or duodenum, we ordered a roentgen ex- 
amination of the gastrointestinal tract. No such 
evidence was found, but a filling defect in the 
ascending colon was noted. Two stool checks 
showed no amebae. Nevertheless, the evidence 
was so strong in favor of amebiasis that we gave 
him the regular treatment for amebiasis anyway, 
after which he stated that he felt free of abdominal 
discomfort for the first time in three or four years. 
The filling defect shown in the roentgenogram 
was caused by the granulomatous tissue in the 
nuicosa of the intestine, giving a peculiarly mottled 
appearance. This should and will disappear after 
treatment. 

Wilbur and Camp’ reported similar findings. 
They stated: ‘The earliest lesions are those in- 
volving the mucosa, and in our experience the 
cecal walls lose their sharp, smooth character and 
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are replaced by finely granularlike or irregular con- 
tour of the mucosa which may be associated with 
varying degrees of cecal spasm.” 

Discovering the earlier phases of amebiasis dis- 
guised as mild abdominal symptoms is a fairly 
routine occurrence, providing the roentgen exam- 
ination and stool checks are made carefully and, 
if giving negative results, repeated. Also, an indi- 
cation of amebiasis is hinted at when the blood 
test shows a leukocytosis of from 10,000 to 30,000 
and the polymorphonuclears are less than 75 per 
cent of the total. Wilbur and Camp” concluded 
that if the polymorphonuclears exceed 80 per cent, 
“the condition probably isn’t amebiasis.” 

The greatest problem lies in the determination 
of amebiasis in the more advanced stages. Like 
Ochsner,” we have found amebae present when the 
symptoms seemed to indicate acute appendicitis. 
This poses a vital problem, because there is not 
enough time to give a saline purgative, followed 
by roentgen and stool examinations, when there 
might be a ruptured appendix in the making. This 
is contraindicated anyway in the presence of sus- 
pected appendicitis. On the other hand, the 
physician must not forget that the mortality in 
surgical cases in the presence of amebiasis in the 
Chicago epidemic of 1933 was 40 per cent. The 
enigma confronting him in the form of the various 
amebic surgical complications may be effectively 
demonstrated in the following cases: 


Report of Cases 


Case 1.—A white man, aged 28, consulted me complain- 
ing of acute pain in the lower right quadrant of the ab- 
domen of eighteen hours’ duration. Another doctor had 
made a diagnosis of appendicitis. This patient, inciden- 
tally had visited me three months previously, and I had 
diagnosed his abdominal irritation as indigestion with con- 
sequent gas pains. 

Examination of the abdomen showed extreme tender- 
ness with a mass present in the area of the appendix. It 
was thought to be a walled-off appendiceal abscess. The 
temperature was normal. A blood count showed 15,000 
white blood corpuscles with 85 per cent polymorphonu- 
clears. Urinalysis gave negative results. There was nothing 
of consequence in the patient’s history. The question was 
whether to operate or leave the mass alone as long as 
nature seemed to be taking care of it and general peritoni- 
tis had not set in. 

After consultation, since it might be a _ walled-off 
acutely inflamed appendix and in such case a rupture 
might be prevented, we decided to operate. Upon open- 
ing the abdomen through a McBurney incision, we found 
a large mass measuring about 5 cm. by 6 cm. in the 
lateral cecal wall which was gangrenous and rapidly 
breaking down. Under these circumstances we did 
the only thing we could do. We extended the incision 
and exteriorized the cecum, the ascending colon, a small 
part of the transverse colon, and a small part of the ter- 
minal ileum. After suturing the serosa of the two pieces 
of intestine together, which we planned to leave for anas- 
tomosis later by use of the spur crusher, we closed the 
wound about the intestines. This operation required three 


stages, because we had not expected to find such a condi- 
tion and could only apply temporary measures. 


Had we 








LISENBY: SURGICAL AMEBIASIS 31 


expected such a tumor and believed it necessary to operate, 
we would have given the patient sulfasuxidine for a period 
of four or five days and then performed a one stage closed 
anastomosis to eliminate the gangrenous condition of the 
bowel. 

We removed the excess bowel in forty-eight hours and 
sent the tumorous mass to a pathologist for diagnosis. 
Though it did not appear to be carcinomatous, we were 
not certain. As Hodes and Mammoser’ reported, car- 
cinoma is often mistaken for ameboma (amebic granu- 
loma). We still had not suspected amebiasis. The path- 
ologist reported that grossly the condition did not look 
like carcinoma, but gangrenous changes had prevented him 
from making a microscopic diagnosis. 

The spur crusher was used as soon as we had removed 
the excess bowel, and when the spur was sloughed out, we 
closed it with Babcock stainless steel wire. Not until nine 
days later, after we had received a similar case (case 2), 
did we suspect amebiasis. We then examined the stools 
and found E. histolytica. The patient was soon dismissed, 
but had to return later for more medical treatment because 
not all the amebae had been destroyed by the first treat- 
ment. We use emetine hydrochloride and diodoquin in 
the treatment of amebiasis. 

Case 2.—A white man, aged 34, came to us with a 
severe pain in the lower right quadrant of the abdomen 
which had developed the day before. He was sent by a 
colleague who had been treating him for stomach trouble. 
At that time he showed a leukocytosis of 11,500 with 72 
per cent polymorphonuclears. Urinalysis gave negative 
results. He gave a history of “stomach trouble” and of 
having had treatment for “nervous indigestion” during the 
last three years. He had had occasional diarrhea. 

Examination elicited acute pain over McBurney’s point, 
and with the laboratory findings acute appendicitis was 
our diagnosis. We made an incision over McBurney’s 
point and found a tumor mass about 4 cm. by 5 cm. in 
size in the lateral cecal wall. The lesion was in about the 
same place as it was in case 1. The tumor was gangrenous 
and was beginning to break down. 

The same operation described in case 1 was performed, 
and the specimen sent to a different pathologist. He re- 
ported no evidence of malignant disease and asked what we 
suspected. I stated that we suspected amebiasis first and 
carcinoma second. After staining other sections for ame- 
bae, he reported E. histolytica in the intestinal wall. (At 
this time we suspected amebiasis in case 1 and checked the 
stools.) Treatment was begun immediately and later a 
three stage resection was successfully concluded by the 
same method as in case 1. An infection of the wound 
developed from contamination at the time the intestine 
was exteriorized. After this was cleared up, the wound 
was closed as before with Babcock stainless steel wire and 
it healed promptly. 


Discussion 

These cases clearly indicate how a physician 
may be confronted by one of E. histolytica’s many 
disguises and not recognize the genuine etiologic 
factor. Confusion may be added by the apparent 
necessity to make a quick decision. Is the appen- 
dix about to rupture? Surgery is possible, but as 
Hawe® put it: “With few exceptions, abdomi- 
nal or rectal operations are strongly contrain- 
dicated in patients suffering from intestinal ame- 
biasis. . . .they are often followed by serious com- 
plications peculiar to this disease.” But, what to 
do, once you have operated for acute appendicitis 
and find a mass which is already gangrenous? 
‘The mass must be removed, and we feel that the 
three stage operation offers less morbidity and 
mortality. In considering the differential diag- 





nosis between acute appendicitis and surgical 
amebiasis, we are free to state that this is impos- 
sible in the light of the physical examinaton, the 
laboratory reports and the time element that is 
necessary for urgent treatment. 
Summary 

Amebiasis occurs frequently enough in the 
United States for every physician to encounter it 
sooner or later. The return of thousands of vet- 
erans exposed to its invasion signifies the greater 
number of cases to be anticipated in the future. 

The diagnosis often is missed because of fail- 
ure to think of this disease and the unwillingness 
of many physicians to do stool examinations. 
There is a high probability that most of the cases 
in the earlier stages can be diagnosed by the em- 
ployment of roentgen examination and stool-testing 
procedure. Examination of the blood may also 
indicate an amebic condition. 

Amebiasis frequently expresses itself in many 
bizarre symptoms, and the advanced stages can be 
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dangerously involved. Acute appendicitis is sim- 
ulated when the disease is in an advanced stage. 
The condition may be either amebiasis or an ap- 
pendix about to rupture. Operation is possible, 
but a high percentage of mortality in surgical cases 
in the presence of amebiasis has been effectively 
demonstrated. 
Two illustrative cases are reported. 
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Preanesthetic Medication and Choice 
of Anesthetic Agent 


Haroip Carron, M.D. 
TAMPA 


The administration of sedative and hypnotic 
drugs prior to the induction of anesthesia has long 
been a part of routine orders prescribed by the 
operating surgeon, but in fact these drugs are 
actually a part of the whole anesthetic procedure. 
Their influence is exerted on the anesthetic and not 
on the surgery. It is imperative, therefcre, that 
the proper drugs be prescribed for the type of 
anesthesia to be employed. 

Proper preanesthetic medication results in a co- 
operative patient with anxiety relieved, metabolic 
activity reduced, pain threshold heightened, and 
amnesia for the operative procedure and anesthetic 
induction. Individualized medication further 
eliminates respiratory irregularities during the in- 
duction of anesthesia and vagal and carotid sinus 
reflexes. These desirable effects must, however, 
be obtained without depression of circulation, res- 
piration, or compensatory mechanisms. 

The three main classifications of drugs used as 
preanesthetic medication are (1) the narcotics 
(morphine and its substitutes), (2) the bella- 
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donna group (atropine and scopolamine), and (3) 
the barbiturates. Morphine has proved the most 
efficient of the narcotics for premedication, for its 
effects are more consistent than those of demerol. 
It produces less cardiac and respiratory slowing 
than dilaudid, and may be used in smaller doses 
than pantopon. Improper timing of the adminis- 
tration of preanesthetic narcotics is most fre- 
quently responsible for excitement during induc- 
tion, undue respiratory depression during the 
anesthesia and prolonged postanesthetic depres- 
sion. When given subcutaneously, the maximum 
optimal effect of morphine is obtained in sixty to 
ninety minutes, intramuscularly in thirty to sixty 
minutes, and intravenously in approximately fif- 
teen minutes. Morphine administered prior to 
emergency surgery should always be given intra- 
venously (slowly) in order that adequate seda- 
tion may be obtained prior to the induction of 
anesthesia. 

Among the functions of the belladonna group 
of drugs are the depression of mucous secretions, 
the depression of vagal reflexes, and respiratory 
stimulation to overcome the depressant effects of 
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morphine. Scopolamine has the advantages over 
atropine in equivalent doses of producing amnesia, 
psychic sedation, greater peripheral effects on 
secretions and better respiratory stimulation. 
These drugs are most efficacious when used in the 
ratio of 1:25 with morphine. 

Barbiturates as premedication permit the use 
ol impotent anesthetic agents, increase the hyp- 
notic effect, and protect against the convulsive 
manifestations of cocaine and procaine poisoning. 

The dosage of preanesthetic drugs is largely 
dependent upon the metabolic activity of the in- 
dividual patient. Metabolism varies with age, 
reaching its maximum at puberty and declining 
gradually until old age. Table 1 serves as a 
rough guide to the dosage of preanesthetic drugs 
to be used. 





Table 1 

cad - 
Age Morphine] Atropine | Scopolamine i So 
0-1 0 ) 0 
1-2 | 0 1/300 gr. 0 | : 
214-5 | 1/12 gr. | 1/200 gr. | 0 | 3/4er. 
5-12 | 1/8gr. 0 | 1/200 gr. | 1 1/2g¢r. 
12-60 | 1/6¢r. 0 | 1/150 gr. | 3 gr. 
60-75 | 1/8egr. 0 | 1/200 gr. | 1 1/2 gr : 
75- | 1/12 gr. | 1/200 gr. | 0 


Atropine is substituted for scopolamine be- 
low the age of 5 and over the age of 75 since in 
these age groups excitement will often result 
from the use of scopolamine. 

While the accompanying table will serve as 
an index for premedication, dosage, however, 
must be individualized. Cachexia, debilitation 
and chronic diseases require a decrease in dosage; 
on the other hand, thyrotoxicosis, drug addic- 
tion and acute pain require increases in dosage 
for the patient’s comfort. 

The factors which must be taken into ac- 
count in the choice of anesthetic agent and 
technic include the safety and comfort of the 
patient, the convenience to the surgeon, and the 
skill and training of the anesthetist. All anes- 
thetic agents should be selected upon the basis of 
their pharmacologic properties. Ether, without 
question, is the safest anesthetic in the hands of 
unskilled or semiskilled technicians; yet of all 
the anesthetic agents, it probably produces the 
greatest derangement of normal physiology. It 
depresses the temperature-regulating mechanism, 
increases intracranial pressure, increases glycogen- 
olysis and elevates the blood sugar 100 to 200 
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per cent, irritates the larynx, depresses renal 
function and decreases the motility of the 
stomach and intestines. Among its advantages 
may be listed the wide margin of safety between 
anesthetic and toxic doses, its lack of effect on 
blood pressure and heart muscle, and the produc- 
tion of splenic contraction, thereby increasing cir- 
culating blood volume. 

Cyclopropane has the advantages of rapid in- 
duction and recovery, lack of effect upon the 
gastrointestinal tract, moderate relaxation, and 
low concentrations required for anesthesia, thereby 
allowing the use of higher oxygen concentrations. 
Its disadvantages include a low margin of safety 
between anesthetic and toxic doses, the produc- 
tion of cardiac arrhythmias, elevation of blood 
pressure, respiratory depression, and a high in- 
cidence of postcyclopropane hypotension. 

Nitrous oxide and ethylene may be considered 
together. They both have the advantages of 
little if any alteration in blood chemistry, no effect 
on peripheral circulation, pleasant induction, rapid 
recovery, and the fact that no respiratory failure is 
possible in the presence of sufficient oxygenation. 
Disadvantages of these agents are primarily the 
lack of relaxation produced and the fact that 
heavier premedication is required for induction 
and maintenance of anesthesia. 

Pentothal sodium, the newest of the anesthetic 
agents in common use, is perhaps now the most 
used and misused of all the anesthetics. It is true 
that induction and recovery are pleasant for the 
patient, that there is minimal postanesthetic 
nausea and emesis, that it is nonexplosive, and 
that it requires little in the way of apparatus. 
Nevertheless, this drug has minimal analgesic 
properties and does not produce relaxation; there 
is a very small margin of safety between anesthetic 
and toxic doses; laryngeal reflexes are augmented 
frequently to the point of laryngeal spasm; and 
the circulation is depressed. Some other agent 
should be used with pentothal sodium to produce 
analgesia, thereby reducing the amount of bar- 
biturate required to maintain narcosis and allow- 
ing a more even anesthesia with more rapid re- 
covery. Anesthesia produced by intravenous bar- 
biturates alone is little more than profound bar- 
biturate poisoning. 

Spinal anesthesia should be considered a “gen- 
eral” anesthetic since there is a profound de- 
rangement of physiology produced by the intra- 
spinal injection of local anesthetic drugs. Spinal 











34 OFFICERS AND COMMITTEES 


anesthesia once induced cannot be reversed, and 
changes in physiology require compensation by 
the further injection of drugs. Among its disad- 
vantages are fall in blood pressure resulting in 
cerebral anoxia, occasional respiratory paralysis, 
neurologic sequelae, and the fact that the in- 
cidence of respiratory complications may be higher 
than when an inhalation agent is used. The ad- 
vantages of spinal anesthesia are primarily those 
ot absolute muscular relaxation with contraction of 
the intestines. 

Regional, infiltration and block anesthesia 
have limited application since anesthesia is fre- 
quently incomplete. The procedure is time-con- 
suming, and the patient must be either extremely 
cooperative or overpremedicated to the point of 
respiratory and circulatory depression. 

Basal narcosis with such drugs as avertin or 
rectal ether is required in specialized cases. This 
technic eliminates the apprehension of the pa- 
tient, permits the use of impotent anesthetic agents, 
decreases metabolic activity, and is of particular 
usefulness in the treatment of convulsions, tetanus 
and status asthmaticus. Once administered, how- 
ever, they are relatively uncontrollable, and there 
exists a high incidence of postoperative pulmonary 
complications due to the prolonged depression and 
anesthesia produced. 


Summary 

In summary, the choice of an anesthetic agent 
for any surgical procedure should be that which 
satisfies the surgical requirements while producing 
the least derangement of physiologic processes. 
In general, abdominal and rectal procedures re- 
quire ether, cyclopropane or spinal anesthesia; 
surgery of the head and neck, skin and extremities, 
and external genitalia can be safely and satisfac- 
torily performed under the less potent agents. 
In the presence of shock, cyclopropane has proved 
to be the anesthetic of choice since it allows the 
highest concentration of oxygen and maintains the 
blood pressure. Spinal anesthesia is contrain- 
dicated in the presence of shock, severe anemias, 
intestinal obstruction of the dynamic type, ex- 
tremes of hypertension and hypotension, and 
cardiac disease, or when neurologic lesions of any 
type are present. It should be remembered that 
the anesthetic must meet the surgical requirements 
and not increase them, and that a minor surgical 
procedure does not require a major anesthetic pro- 
cedure. 
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The Hoover Commission Report 
Better Government at Lower Cost 


At this former President Hoover, 
Chairman, and 
Organization of the Executive Branch of the Gov- 


presented to President 


writing 
members of the Commission on 


ernment have officially 
Truman a specially bound set of its reports con- 
taining 318 The nineteenth 
and final summing up report contains the warning 
that past reorganization plans were of “little 
because they were carried out piecemeal or 


recommendations. 


value” 
not at all. 

This 12 man Commission was set up in 1947 
by the Congress to advise about making the gov- 
ernment work better. Some 300 members of task 
forces, serving without pay, and another 200 ex- 
perts in research have aided it in working out a 
plan. This plan aims to give better government 
at lower cost, to cut red tape and give good men 
a chance to perform, and to provide efficiency and 
simpler relations with citizens. Action rests with 
the Congress.! 


supporting public opinion 
It is, therefore, 


Only an aroused, 
will, however, put the plan over. 
heartening that leading citizens have started an 
organization, unique in the history of proposed re- 
organizations, which will support the Commission’s 
recommendations, as counteraction against pres- 
sure groups with selfish interests opposing them. 
This most impressive body of important citizens is, 
as described by Mr. Hoover, “absolutely non- 
partisan, as witness former Vice President John 
Garner on one side and General Dawes (former 


an Interview with 


1. How to Save Four Billions a Year, 
June 3, 1949, 


Herbert Hoover, U. S. News & World Report, 


pp. 22-26. 


Vice President) on the other. It includes five 
former members of Democratic Cabinets and five 
members of former Republican Cabinets. It em- 
braces the heads of the labor organizations, the 
farm organizations, chambers of commerce, tax 
associations, women’s clubs, universities, publish- 
ers and many others.’”! 

The report recommending reorganization of 
federal medical activities seeks to unite the func- 
tions now. in five major agencies—the medical de- 
partments of the Army, the Navy, the Air Force, 
the Veterans Administration and the Public Health 
Service—so as to eliminate overlap, waste and in- 
efficiency. Other objectives are to provide “better 
medical care for the beneficiaries of the Federal 
Government’s medical programs;” to create ‘a 
better foundation for training and medical service 
in the Federal agencies;” to reduce “the drain of 
doctors away from private practice;” to provide 
“better organization for medical research,’ and 
to promote “a better state of medical preparedness 
for war.” 

A United Medical Administration would be 
headed by an Administrator and three Assistant 
Administrators to be appointed by the President 
with the advice and consent of the Senate. An 
advisory board, consisting of the Surgeons Gener- 
al of the Army and Navy, the Air Surgeon, and 
the Administrator of Veterans Affairs or his repre- 
sentative, would advise the Administrator on poli- 
cies, thus promoting a unity of services in the na- 
tional interest. The Administrator would report 
directly to the President. 

Others among the 11 specific recommendations 
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are that the “Congress should define the benefi- 
ciaries entitled to medical care from the Govern- 
ment and prescribe how this care should be given;” 
that “the present inconsistency in policy between 
the Federal hospital construction program and 
Federal aid to non-Federal hospitals under the 
Hill-Burton Act should be ended;” that “the con- 
trol of medical policy in the armed services should 
be exercised by the Secretary of Defense;” that 
“the United Medical Administration should give 
constant attention to necessary measures for na- 
tional defense;” that ‘‘medical and other technical 
personnel in the Administration should be on a 
career service basis;”’ that ‘‘a survey should be 
made to determine the needs for emergency aid to 
medical schools,” and that “the highest priority in 
importance should be given to research, preventive 
medicine, public health, and education.” 

About one sixth of the nation receives in vary- 
ing degree direct medical care from the federal 
government. Among some 24,000,000 benefici- 
aries approximately 18,500,000 are veterans; the 
remainder are from the military forces and other 
government agencies. More than 40 government 
agencies now render this federal medical service 


and they expect to expend this fiscal year nearly 


$2,000,000,000. The need for reform would 
appear to be obvious to any informed citizen, re- 
gardless of political affiliation. 

The Commission believes that a unified medi- 
cal service would improve the general standard of 
federal medical care. With central supervision, 
the President, the Congress and the public could 
look to one man for results. The cost of health 
and medical services would be clearly identified 
and known to the Congress. Construction costs 
could be standardized and reduced. Elimination 
of present distinctions as to the particular types 
of beneficiaries for which each federal hospital 
can care would permit full utilization of federal 
hospitals. Whether a veteran, a merchant sea- 
man, a soldier, a sailor or an airman, a patient is, 
after all, a patient. 

Under this plan, full use could be made of the 
medical manpower at the call of the federal gov- 
ernment, and there would be great reduction in 
the present deficits in skilled personnel. The need 
for any draft of medical manpower in time of peace 
would likewise be greatly lessened. Also, it would 
be possible to utilize far more effectively than at 
present the facilities of private hospitals and the 
skills of physicians in private life and in the 
universities. 
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What will become of the Hoover Commission 
Report? The ultimate disposition of its construc- 
tive recommendations is of vital concern to every 
citizen of this country. If the public insists and 
demands it, as Mr. Hoover has said, then the plans 
will be realized. 


Wonderful Warriors 
The Doctors’ Wives 


The fruits of the kind of campaigning and 
practical educational work that will keep American 
medicine free were reaped in abundant measure 
here-in Florida in April. At its annual conven- 
tion in Hollywood, the General Federation of 
Women’s Clubs emphatically took its stand against 
“Government control of health services” and for 
“the extension and development of Voluntary 
Health Insurance.” 

The resolution, adopted by a 2,000 to 3 vote, 
carried great import for it expressed the feelings 
of millions of women on the subject of sickness 
taxation. The General Federation, with its 16,500 
clubs and 7,700,000 5,000,000 of 
whom reside in this country, is one of the nation’s 
most influential organizations. The impact of the 
practically unanimous action in this matter, despite 
all the pressure the Truman Administration could 
bring to bear, will long resound in the halls of the 
Congress and will have weight even in the White 
House. 

The unwritten story behind the press notices 
is that doctors and doctors’ wives throughout the 
country helped to make this victory possible. 
Doctors’ wives who were delegates battled royally 
for the cause. Deserving special commendation 
is the Woman’s Auxiliary to the Florida Medical 
Association for its on-the-spot assistance and ex- 
The doctors’ wives carry on 


members, 


cellent cooperation. 
admirably in the best American tradition. 


Problems of Licensure of 
Foreign Medical Graduates 


The licensure of physicians with medical de- 
grees from foreign institutions promises to present 
a growing problem for the National Board of Med- 
ical Examiners and for the licensing bodies of the 
states and territories of this country. Because of 
unsettled economic and political conditions abroad, 
many physicians have come to the United States, 
and it is predicted that the number seeking to 
migrate will increase in the years ahead. In addi- 
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tion, each year a number of Americans, either 
from choice or because they cannot gain admission 
to an American college, enter foreign medical 
schools with the expectation of returning to the 
United States to practice. 

The first of two basic principles involved in 
the licensure of physicians is the requirement, long 
recognized by all states and nations, that a 
physician satisfy a licensing body representing the 
public as to his competency before he is permitted 
to practice. This principle is essential for the 
protection of the public. The second principle is 
that the training a man has undergone in prepar- 
ing to enter a profession is a paramount factor 
in determining the quality of his professional 
practice. 

In pointing out these principles recently, the 
Committee on Foreign Medical Credentials,’ spon- 
sored by the Council on Medical Education and 
Hospitals of the American Medical Association 
and including representatives of nineteen organi- 
zations, emphasized as an important corollary of 
the second principle that the best assurance of 
the quality of the training of a physician is an 
intimate knowledge of the faculty, facilities, cur- 
riculum and standards of the medical school from 
which he has graduated. The present high stand- 
ards of medical practice in the United States have 
resulted directly from recognition by the licensing 
boards that evaluation of the school from which 
a physician graduates is equally as important as 
evaluation of the physician himself. Reluctance 
of many state boards to admit foreign-trained 
physicians to examinations has been justified be- 
cause medical education in many foreign countries 
has been inferior to medical education in this 
country.” 

For many years the various state licensing 
boards have had the benefit of periodic thorough 
surveys of American and Canadian schools, car- 
ried out by the Council on Medical Education and 
Hospitals of the American Medical Association 
and the Association of American Medical Colleges. 
It has, however, been beyond the resources of 
these two accrediting agencies to maintain current 
appraisals of the three hundred or more medical 
schools in other parts of the world. Owing to the 
few physicians, usually from well known foreign 
schools, who formerly migrated to the United 
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States, this lack of such inventory was not impor- 
tant until unsettled and unfavorable conditions 
abroad during the thirties brought large numbers 
of physicians to this country. During that period 
internal developments in many countries led to 
rapid deterioration in the quality of medical edu- 
cation. Then the catastrophic effects of the war 
caused medical education in other countries to 
degenerate to a shocking degree. Unsettled politi- 
cal and economic postwar conditions have not only 
prevented recovery, but so unsound and so in- 
ferior are the educational policies of some foreign 
countries that restoration of satisfactory standards 
of medical education seems unlikely in the fore- 
seeable future. 

Solving the problem of the foreign medical 
graduate without lowering the standards of Amer- 
ican medicine and in a manner consistent with our 
national ideals of justice and humanitarianism 
places heavy responsibility on the licensing bodies 
and the governments to which they are respon- 
sible. The Committee on Foreign Medical Cre- 
dentials wisely recommends that the various agen- 
cies concerned unite their resources and devise a 
satisfactory method for securing the detailed cur- 
rent knowledge of foreign medical schools which 
is indispensable for the guidance of state licensing 
boards in determining which foreign physicians 
have had sound training. As an added safeguard 
it is suggested that additional training in this 
country be required of a candidate for examina- 
tion before a state licensing board whenever he 
cannot present evidence of being sufficiently fa- 
miliar with recent scientific advances in medicine, 
with the practices and customs of American medi- 
cine and with the English language. By such 
measures, regulations can be developed which will 
be fair to the foreign graduate and adequate to 
protect the public. 

This problem will in all likelihood confront the 
public, various legislative bodies and the licensing 
boards with increasing frequency during the next 
several years. That it has important and far 
reaching implications for the health and safety 
of the American people is obvious. Accordingly, 
the public should be provided with information to 
serve as a basis for intelligent opinion, and legis- 
lative and licensing bodies should be prepared to 
adopt an enlightened policy in deciding questions 
pertaining to the licensure of foreign-trained phy- 
sicians. 
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Dr. Palmer’s Message 


Of interest to the whole profession is the fol- 
lowing excerpt from the presidential address of 
Dr. Bascom H. Palmer of Miami presented before 
the Florida Society of Ophthalmology and Oto- 
laryngology at its tenth annual meeting held in 
Belleair on April 10: 

“Since I possess no scientific knowledge un- 
common to us all and do not feel sufficiently 
venerable, or senile, to impose upon you so-called 
fatherly advice, I should like on this occasion to 
emphasize the urgent necessity for this Society 
to take cognizance of, and accept its due share of, 
responsibility for the solving of the most vitally 
important problem confronting our nation today. 
There is so much being spoken and written about 
the socialization of the practice of medicine in the 
United States of America that it is difficult for 
the average layman to evaluate and to separate 
the good from the purely political, the true from 
the spurious. 

“Tt is not my intent to propound to you the 
many valid reasons why government-administered 
medicine would redound to the detriment of the 
public and the professions alike, for we are well 
advised and require no added arguments to bolster 
our convictions. It is the misinformed public that 
is in need of the enlightenment we must proffer. 

“Most certainly I have not the paranoiac’s idea 
that I am capable of presenting to you any simple 
corrective formula, but I do believe that such a 
formula will not be forthcoming until we of the 
various branches of the medical profession bestir 
ourselves sufficiently to shake off our lethargy 
of self righteousness and discuss with our peoples 
the so-called advantages and benefits promised 
by our “give all” politicians, as well as the dis- 
advantages and harmful results that we believe 
will inexorably follow the institution of bureau- 
cratically administered medical practice. Further- 
more, it is imperative that all concerned shall be 
informed by us in such a sincere, honest and 
straightforward manner, accepting responsibility 
for our shortcomings, that we cannot be misjudged 
as tainted with undue bias and selfishness. Such 
a program entails a difficult task, to be sure, but 
if our freedoms, yea, the freedoms of the entire 
nation, are to be preserved, we must not falter. 

“Because I am firmly in accord with the wis- 
dom of Winston Churchill’s recent utterance in 
Boston that ‘the machinery of propaganda may 
pack man’s mind with falsehood,’ it is propitious 
that we should now begin to displant those po- 
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litical false implantations with the truth that the 
Medical Doctor is now, as in fact he has always 
been, the true and unfaltering friend to humanity. 

“The populace must be made to realize and 
understand that good health is not a matter of 
inalienable right; that ill health occurs to all, rich 
and poor, though more often to the poor, because 
those very politicians (the Peppers and the Ew- 
ings) who are attempting to force Socialized Medi- 
cine, and who are attempting to portray us as 
enemies of the people, have failed to provide that 
utopia where the poor can be better fed, clothed 
and housed, which is, of course, the contributing 
Surely it 
is not we who need be shown that those intangible 


cause for so much disease and misery. 


services of the physician to his patient are the 
product of individualized thought and cannot be 
dispensed by the same abstract routine as that 
of the clerk who sells a bar of soap or a pound of 
fish. Certainly our profession cannot be charged 
with those imperfections of society. 

“My abiding faith is that the average American 
is an understanding fair-minded person, able and 
willing and anxious to judge properly and settle 
with a minimum of injustice any problem if given 
the truthful information upon which to base his 
decisions. So it is my plea to ourselves that we 
resolve to keep him believing that the Oath of 
Hippocrates is just as sacred to us as it ever was 
to our beloved forebears of those ‘good old hosse 
and buggy days’ and that it is held as inviolate 
by us today as it was by them in their day.” 


Maternal Mortality: United States, 1947 


Maternal mortality decreased to a new low in 
the United States during 1947, according to figures 
released by the National Office of Vital Statistics 
of the Public Health Service, Federal Security 
Agency. The maternal mortality rate was 1.3 per 
1,000 live births in 1947 as compared with 1.6 in 
1946. The number of maternal deaths (associated 
with diseases of pregnancy, childbirth and the 
puerperium) also decreased from 5,153 deaths in 
1946 to 4,978 in 1947, despite the tremendous in- 
crease in the number of births. 

In 1947, the maternal mortality rate for white 
women was 1.1 per 1,000 live births, while that for 
nonwhite women was 3.3, or 3 times as great. 

The risk of dying associated with childbearing 
has been declining steadily since 1933, the first 
year in which data are available for the entire 
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continental United States. From 6.2 in 1933, the 
maternal mortality rate decreased 79 per cent to 
1.3 in 1947. Maternal mortality decreased more 
rapidly among white than nonwhite women. The 
maternal mortality rate for the white race de- 
creased 80 per cent, from 5.6 in 1933 to 1.1 in 
1947, and the rate for the nonwhite races de- 
creased 66 per cent in this period, from 9.7 to 3.3. 

For the individual states the maternal mor- 
tality rates in 1947 ranged from 0.6 deaths per 
1,000 live births for residents of Minnesota to 2.6 
for residents of Alabama, Mississippi, and South 


Carolina. 


Graduate Instruction in Serodiagnosis 

and the Treatment of Syphilis 

During the week of February 21, five evening 
sessions of graduate instruction in serodiagnosis 
and the treatment of syphilis were held consecu- 
tively in Miami, Tampa, Orlando, Jacksonville 
and Pensacola. The first hour of the program was 
devoted to a discussion of the serodiagnosis of 
syphilis with particular attention to the clinical 
interpretation of serologic findings. Both physi- 
cians and technical workers attended this session. 
In the second hour, the latest findings in the treat- 
ment of syphilis were considered with the physi- 
cians. The technical workers, at this time, met 
separately, devoting their attention to problems 
related to improvement of serology practice. 

Dr. Charles Rein was one of the guest speak- 
ers. He is a leading syphilologist practicing in 
New York, is associated with New York University 
and Bellevue Hospital, is a consultant to the 
United States Public Health Service and during 
World War II, was Chief Serologist for the Army. 
He was joined by Dr. D. K. Kitchen, who is 
working currently with Dr. Evan Thomas and Dr. 
Rein at Bellevue Hospital in the assay and clinical 
evaluation of penicillin in syphilis therapy. Dr. 
Kitchen is also the Medical Director of the Bristol 
Laboratories. He thus has firsthand knowledge 
of the production, assay and clinical evaluation 
of penicillin. Dr. J. F. Henry, Medical Officer in 
Charge of the State Board of Health Rapid Treat- 
ment Center, Dr. Albert V. Hardy, Director, 
Bureau of Laboratories, and Miss Carolyn Roth, 
Chief Serologist, also contributed to the discus- 
sions. 

Dr. Rein emphasized the urgent necessity of 
physicians being familiar with the variation in 
serologic tests currently being employed in differ- 
ent laboratories. He emphasized that there is no 
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entirely specific test; to be acceptable, a test must 
yield less than 1 per cent biologic false positive 
reactions. Furthermore, no test is sufficiently 
sensitive to detect syphilis in all cases. The major 
change in the rapidly changing field of serology 
is the progressive increase in the sensitivity of 
these tests. Dr. Rein obviously viewed with favor 
the newer “cardiolipin” tests set at a high level of 
sensitivity. The importance of quantitative tests 
was stressed. These are essential in the follow-up 
of penicillin-treated cases and are needed to 
measure significant variations in degree of posi- 
tivity which would have diagnostic significance. 
Considering treatment, the general impression was 
that it is becoming progressively simpler and more 
effective. The tinfe may not be far off when 
adequate treatment will be provided by a very 
limited number of injections given at intervals of 
two, three or more days. To serve his patients best, 
the physician must keep abreast of this advance 
knowledge. 

The sessions in each of the five localities were 
well attended. 

This graduate instruction was arranged in co- 
operation with the Department of Medicine of the 
Graduate School of the University of Florida, the 
Florida Medical Association and the Florida Asso- 
ciation of Medical Technologists. 
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Annual Meeting 

The annual meeting of the Active Members of 
the Florida Blue Shield Plan was held on April 
10, in Belleair, in conjunction with the annual 
meeting of the Florida Medical Association. One 
hundred and sixty-nine Active Members who could 
not attend this meeting appointed proxies with 
voting power to represent them. Four doctors 
and three laymen were elected, from nominations 
submitted by the Florida Medical Association, to 
fill vacancies on the Board of Directors brought 
about by the expiration of seven terms of office. 
Those elected to serve three year terms of office 
on the Board of Directors are: Dr. Thomas H. 
Bates, Lake City; Dr. Edward Jelks, Jacksonville; 
Mr. W. E. Arnold, St. Luke’s Hospital, Jackson- 
ville; Mother Loretta Mary, St. Joseph’s Hospital, 
Tampa; Dr. William C. Blake, Tampa; Dr. Wal- 
ter C. Jones, Miami; and Mr. Spencer Locke, 
chairman of the National Health Insurance Com- 
mittee of the National Association of Letter Car- 
riers, Orlando. 
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Reports of President and Executive Director 

Speaking on the growth of the Blue Shield Plan 
during 1948, Dr. Leigh F. Robinson, president, 
stated, “Since our meeting in Jacksonville last 
July, we have almost doubled our enrolment. Less 
than two years ago when we made our first report, 
our enrolment was 20,000. Last year at our 
annual meeting we reported an enrolment of 
50,000, a gain of 30,000. This year, our third 
anniversary, we are pleased to report an enrol- 
ment of approximately 100,000, a gain during the 
past year of 50,000.” 

In reference to physician participation in the 
Blue Shield Plan, Dr. Robinson stated, ‘Last year 
at this time we had 1,271 participating physicians; 
we now have over 1,500 participating physicians. 
This figure represents about 75 per cent of the 
physicians of Florida. Every medical doctor of 
Florida should appoint himself a committee of one 
to persuade nonparticipating physicians to partici- 
pate in this good work. The Florida Blue Shield 
is a product of the Florida Medical Association 
and its success depends upon the medical profes- 
sion of Florida. Today, the medical profession of 


the United States may well appreciate that the 
Blue Shield Plans sponsored by the many state 
medical associations are the only constructive 
accomplishments that organized medicine has of- 
fered for the solution of our present medical econo- 


mic problems. Without our state Blue Shield 
Plans and their national organization, the Asso- 
ciated Medical Care Plans and the Blue Shield 
Commission, the medical profession today would 
have nothing better to offer the public than have 
the sponsors for compulsory health insurance. 
With this thought in mind let us, the participating 
physicians, continue to support and cooperate with 
our Blue Shield in order that there can be no slow- 
ing down of our progress.” 

In his report to the Active Members, Mr. H. 
A. Schroder, executive director, advised that dur- 
ing 1948, the Blue Shield Plan paid $315,731.76, 
or 73.3 per cent of every dollar received in mem- 
bership fees, to participating physicians for the 
care of Blue Shield members. 


Election of Officers 
The annual meeting of the Board of Directors 
was held immediately following adjournment of 
the meeting of the Active Members. At this 
meeting Dr. Leigh F. Robinson of Ft. Lauderdale 
was re-elected president. Other officers elected 


are Dr. Walter C. Jones, Miami, first vice presi- 
dent; Mother Loretta Mary, St. Joseph’s Hospi- 
tal, Tampa, second vice president; Dr. Herbert E. 
White, St. Augustine, secretary, and Dr. Frederick 
J. Waas, Jacksonville, treasurer. 


Additional Benefit 

Active Members were advised that the Board 
of Directors had approved the addition of medical 
care to the present surgical care contract. This 
additional benefit will allow $5.00 per visit, with 
a limit of one visit per day, benefits to begin on 
the fourth day of hospitalization for patients who 
are hospitalized for care not in connection with 
surgery. Mr. Schroder stated that approval of 
this addition to the Blue Shield contract must be 
secured from the State Insurance Department and 
that these additional benefits would become effec- 
tive approximately sixty days after such approval 
is received. 
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Dr. Edward C. Love, Jr., of Quincy has resign- 
ed his position as health officer of the county 
health unit composed of Gadsden, Liberty and 
Calhoun Counties. Dr. Love plans to do post- 
graduate study. 

Dr. H. A. Sauberli, director of the Leon Coun- 
ty Health Department with headquarters at Talla- 
hassee, has resigned as of June 10 to accept the 
position of director of Local Health Service, Col- 
orado State Health Department. 

Dr. William J. Peeples, formerly director of 
the Troup County Health Department, LaGrange, 
Ga., has accepted the position of director of the 
Monroe County Health Department with head- 
quarters at Key West. He replaces Dr. James B. 
Parramore, who resigned because of illness. 

Dr. J. C. McGuire, formerly director of the 
Copiah County Health Department, Hazelhurst, 
Miss., has accepted the position of director of the 
county health unit composed of Hardee, DeSoto 
and Charlotte Counties with headquarters at 
Arcadia. He succeeds Dr. James W. Ferris. 

Dr. Holland M. Carter, director of the health 
unit composed of Madison and Taylor Counties 
with headquarters at Madison, has resigned to 
accept a position with the South Carolina State 
Board of Health. He will be replaced by Dr. 
James L. Wardlaw, formerly of Biscoe, N. C. 








Dr. Paul W. Hughes, assistant health officer in 
Alachua County, has been elected health officer 
of Broward County with headquarters at Ft. 
Lauderdale. Dr. Hughes was to assume his new 
duties on May 15. He will be replaced in Alachua 
County by Dr. Montie E. Smith, Jr., of Selmer, 
Tenn. 





NATIONAL EDUCATION CAMPAIGN 





The interest of the individual members of the 
Florida Medical Association participating in the 
National Education Campaign, being waged by 
the American Medical Association, state medical 
associations and county medical societies, is evi- 
denced by numerous speaking engagements being 
accepted. The following listing of speaking en- 
gagements includes only those which have come 
to the attention of The Journal. 


J. Maxey Dell, Jr., of Gainesville, Jacksonville Beaches 
Kiwanis Club 

Richard C. Cumming of Ocala, local Lion’s Club 

Kenneth Dunham of Frostproof, local Rotary Club 

F. Gordon King of Jacksonville, local chapter of the Sons 
of the American Revolution 

Allen E. Kuester of Cocoa, local Rotary Club 

John W. Vaughn of Lakeland, Auburndale Rotary Club 

Robert B. Harkness of Lake City, Live Oak Woman’s Club 

Theodore J. Kaminski of Melbourne, local Kiwanis Club 

John D. Flynn of Tampa, local Kiwanis Club 

Ernest B. Milam of Jacksonville, local branch of the Na- 
tional League of American Pen Women 

Norman E. Williams of Daytona Beach, local members of 
Florida State Nurses’ Association 

Richard C. Cumming of Ocala, local Kiwanis Club 

John R. Boling of Tampa, local Rotary Club 

John N. Sims of Live Oak, local Kiwanis Club 

Taylor W. Griffin of Quincy, local Kiwanis Club 

Ernest B. Milam of Jacksonville, local Business and Pro- 
fessional Girls’ Club 

John N. Sims of Live Oak, local Rotary Club 

Herbert B. Lott and Samuel G. Hibbs of Tampa, local 
Exchange Club 

Kenneth Dunham of Frostproof, Arcadia Rotary Club 

Cleland D. Cochrane of Daytona Beach, local Veteran’s 
Business Men’s Club 

James W. Sapp of Havana, local Kiwanis Club 

Bernard E. Kane of Crescent City, Palatka Kiwanis Club 

Herbert B. Lott of Tampa, local U. S. S. Post No. 5, 
American Legion 

John N. Sims of Live Oak, local Junior Chamber of 
Commerce 

Herbert E. White of St. Augustine, local Pilot Club 

Joseph S. Stewart of Miami, State Association of Accident 
and Health Underwriters in West Palm Beach 

Cleland D. Cochrane of Daytona Beach, Néw Smyrna 
Beach Kiwanis Club 


Members in Armed Services 


Names and addresses of doctors in the Armed 
Services received since the last listing was pub- 
lished: 


Duval 


Swift, Edwin C..... .... Jacksonville 
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| BIRTHS AND DEATHS 


Births 


Dr. and Mrs. James E. Blades, Sarasota, announce the 
birth of a daughter on April 28, 1949. 

Dr. and Mrs. Francis D. Pierce, Ft. Lauderdale, an- 
nounce the birth of a son, Robert, on Feb. 27, 1949. 

Dr. and Mrs. Scottie J. Wilson, Ft. Lauderdale, an- 
nounce the birth of a daughter, Carolyn Anne, on April 
6, 1949. 

Dr. and Mrs. Wilbur C. Sumner, Jacksonville, an- 
nounce the birth of a son, Wilbur Clifford, Jr., on May 
17, 1949. 

Dr. and Mrs. Julian A. Rickles, Miami, announce the 
birth of a son, Thomas Jacob, on May 12, 1949. 

Dr. and Mrs. Wade S. Rizk, Jacksonville, announce the 
birth of a son, Norman Wade, on May 21, 1949. 





Deaths — Members 


Dr. John T. Bradshaw, San Antonio May 22, 1949 
Deaths — Other Doctors 

Dr. Howard C. Von Dahm, Lake City May 28, 1949 

Dr. Claude L. Davis, Alma, Ga. May 21, 1949 

Dr. Irvin P. Philpot, Branford May 27, 1949 


Dr. Archibald B. McQueen, St. Petersburg Feb. 6, 1949 
Dr. Karl Friedbacher, West Allis, Pa. May 10, 1949 
Dr. Forrest E. Williams, Pacific Grove, Calif... Sept. 3, 1948 
Dr. Wm. M. McCormick, Falls Creek, Pa. ....... Sept., 1948 





STATE NEWS ITEMS 

Dr. Webster Merritt, Assistant Editor of 
The Journal, was signally honored by the Univer- 
sity of Florida on May 30 when he was initiated 
into Phi Beta Kappa. It is the policy of the Uni- 
versity to choose two distinguished alumni each 
year for this high honor, one from the faculty and 
one ‘from business or professional walks of life. 
This year, the choice fell upon former classmates, 
Dr. Merritt, who received the Bachelor’s degree 
from the School of Arts and Sciences in 1929, and 
Professor W. G. Carlton, a law graduate of 1931. 





sw 


Dr. Charles E. Aucremann of St. Petersburg 
has opened offices at 330 Beach Drive, North. He 
will limit his practice to internal medicine (gastro- 
enterology). Dr. Aucremann formerly was asso- 
ciated with Dr. James L. Borland in Jacksonville. 


a2 


The following members of the Florida Medical 
Association were registrants at the 30th annual 
session of the American College of Physicians 
which was held in New York City from March 28 
through April 1: Drs. J. Sudler Hood, Clearwater; 
Norman E. Williams, Daytona Beach; Theodore 
F. Hahn, DeLand; Eugene C. Chamberlain, Ft. 
Lauderdale; James L. Borland, Turner Z. Cason, 
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Karl B. Hanson, Nathaniel Jones, Janet G. Leser, 
Robert H. Nickau, Walker Stamps, Jacksonville; 
Herbert Eichert, Robert M. Harris, E. Sterling 
Nichol, Benjamin G. Oren, Samuel W. Page, Jr., 
Harold Rand, Jack O. W. Rash, George F. 
Schmitt, Donald G. Stannus, Franz H. Stewart, 
Earl R. Templeton, Miami; Victor H. Kugel, 
Miami Beach; Fred Mathers, W. Dean Steward, 
Orlando; Fred E. Manulis, Palm Beach; Arthur 
H. Raynolds, Richard Reeser, Jr., St. Petersburg; 
William C. Blake, Joseph C. Flynn, H. Phillip 
Hampton, Richard C. Rodgers, J. Maxwell Wil- 
liams, Jr., Tampa; W. Wellington George, West 
Palm Beach. 
74 

The Florida Heart Association was founded at 
a meeting in Belleair, April 10, 1949. It is affili- 
ated with the American Heart Association. Mem- 
bership in the Florida Heart Association is open 
to any member of the Florida Medical Association, 
and those who are interested are requested to 
contact Dr. Jere W. Annis, secretary-treasurer, 
Box 1021, Lakeland. 

a2 
Dr. Walter G. Holloman of Jacksonville re- 


cently transferred his practice to Houston, Tex. 


Dr. Ernest B. Dunlap, Jr., of Jacksonville has 
opened offices in Atlanta for the practice of medi- 
cine. 

a2 

Dr. Rudolph W. Heath of Hollywood recently 
received a postgraduate course in endocrinology 
which was given at the University of Georgia 
School of Medicine. 


a 
Dr. Edwin H. Brown of Green Cove Springs 


has returned to his offices after doing postgraduate 
work at the University of Georgia School of Medi- 
cine. 


a2 
Dr. Phillip W. Horn of Jacksonville was the 


guest speaker of the Springfield Woman’s Club in 
April. He spoke on tuberculosis. 


Dr. Charles C. Hillman of Miami has conduct- 
ed a survey among the patients of the Jackson 
Memorial Hospital, of which he is director, de- 
signed to check the attitude of the patients toward 
the satisfaction of service received in the hospital. 


Dr. Carl C. Mendoza of Jacksonville recently 
attended clinics in New Orleans. 
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Drs. Amelia B. Sheftall and Lawrence E. Gees- 
lin of Jacksonville attended several clinics in Bos- 
ton in April. 

Sw 


Dr. Horace R. Drew of Jacksonville, a life 
member of the Association, recently was presented 
a gold key by his alma mater, the University of 
the South, Sewanee, in recognition of his service 
to the school during the past fifty years. 

Sw 


Dr. Charlotte C. Maguire of Orlando is the 
newly-elected president of the Central Florida 
Mental Hygiene Society. She succeeds Dr. Rob- 
ert L. Tolle, also of Orlando. Dr. John D. McKey 
was elected first vice president. 

24 


Dr. Vernon T. Lockwood of St. Augustine is 
scheduled to return in July from his tour of Eu- 
ropean hospitals and clinics. Dr. Lockwood left 
New York City on the Queen Mary on May 18. 
He planned to visit hospitals in England, Scotland, 
Norway, Sweden, Denmark, Western Germany, 
Austria, Northern Italy, Switzerland and France, 
and clinics in London, Glasgow, Edinburgh, Oslo, 
Stockholm, Copenhagen, Munich, Zurich and 
Paris. 

a 


Dr. Adrian M. Sample of Ft. Pierce is the new- 
ly-elected president of the local Rotary Club. 
aw 
Dr. Robert E. Blount of Ft. Lauderdale is re- 
ceiving a postgraduate course in obstetrics and 
gynecology in Georgia. He plans to study from 
three to six months. 


Pa 


Dr. Curtis H. Sory of Ft. Lauderdale attended 
a course in endocrinology at the University of 
Georgia in Augusta which began the latter part of 
May. 
-— 2 


Dr. Charles C. Hillman of Miami recently ad- 
dressed members of the Miami Shores Men’s Club. 
aw 

Drs. Jere W. Annis and S. Allen Clark of Lake- 
land participated in a series of four programs held 
in May by the First Baptist Church of Lakeland. 
In connection with the Youth and Family Life 
Conference, Dr. Annis spoke on “Keeping Fit for 
the Greatest Event,’ and Dr. Clark spoke on 
“Fundamental Elements in a Happy Marriage.” 
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Dr. John N. Sims of Live Oak has returned to 
his practice after spending two weeks in Chicago 
where he received a postgraduate course in surgery 
at Cook County Hospital. 

74 

Dr. Harry S. Howell of Lake City recently 
addressed the graduate nurses of the local Vet- 
erans Administration Hospital. His subject was 
“Obstetrics.” 

ya 

Dr. S. Allen Clark of Lakeland recently re- 
ceived a short intensive course in ‘‘Vaginal Ap- 
proach to Pelvic Surgery,” given by the Cook 
County Graduate School of Medicine in Chicago. 

4 

Dr. Irwin S. Leinbach of St. Petersburg re- 
cently outlined the work of an orthovedic surgeon 
before members of the Clearwater Lion’s Club. 
74 

Dr. E. Borland Gill of Miami has retired from 
active practice as of May 1 and has asked that 
his name be removed from the active medical 
staff of the Broward General Hospital, Ft. Lauder- 
dale. 





NEW MEMBERS | 





The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 


Domeier, Luverne H., St. Petersburg 
Douglass, Lawton F., Eustis 

Field, Richard D., Winter Haven 
Galitz, Eli, Miami Beach 

Gridley, Roger W., Orlando 

Haney, T. Paul, St. Petersburg 
Higgins, Robert D., Daytona Beach 
Lanier, James C., Jacksonville 
Polskin, Louis J., Lakeland 

Schwartz, George R., St. Petersburg 
Simmons, Melville M., Sarasota 





COMPONENT SOCIETY NOTES _ | 





Alachua 
Members of the Alachua County Medical So- 
ciety on April 7 heard Dr. J. Maxey Dell, Jr., 
chairman of the society’s program of public rela- 
tions, point out the weaknesses of ‘Compulsory 
Health Insurance.”” He was introduced by Dr. 
Alva T. Cobb, president. 





Following Dr. Dell’s talk, Dr. G. W. Schwalbe, 
Gainesville dentist, spoke briefly on the fluorina- 
tion of the Gainesville water supply. 

The society met jointly with the Auxiliary. 


Bay 

At the March meeting of the Bay County Med- 
ical Society, Dr. Charles H. Daffin lectured on 
heart ailments and used four recordings of various 
heart sounds, murmurs and rhythm disturbances. 
Dr. George D. Geckeler of Temple University, 
Philadelphia, supplemented Dr. Daffin’s lecture. 

Attending the meeting were Drs. Daniel M. 
Adams, Jr., Chas. T. Barton, Charles H. Daffin, 
Donald S. Fraser, James E. Kerr, M. J. Lingo, 
Amsie H. Lisenby, Martle F. Parker, Franklin H. 
Reeder, William C. Roberts, and C. W. Shackel- 
ford. Dr. Jack Corbitt was a guest. 





DeSoto-Hardee-Highlands-Charlotte-Glades 

At the May meeting of the DeSoto-Hardee- 
Highlands-Charlotte-Glades County Medical So- 
ciety, Dr. Marion W. Hester of Lakeland present- 
ed a paper on “Dacryocystitis,” which was illus- 
trated with movies of a tear sac operation. 

Members present included Drs. Harold S. 
Agnew, Roland W. Banks, Godfrey L. Beaumont, 
Henry P. Bevis, Isaac W. Chandler, Hubert W. 
Coleman, Miles A. Collier, Merle C. Kayton, Carl 
J. Larsen, Gordon H. McSwain, Ruth M. Miller, 
Edwin C. Northup, Wesley S. Pyatt, Zaven M. 
Seron, John A. Simmons, James G. Smith, Jr., 
Stanley K. Wallace and Howard V. Weems. 


Duval 

The scientific program of the May meeting of 
the Duval County Medical Society was presented 
by Dr. Victor A. Hughes, who read a paper on 
cancer of the cervix, based on research which he 
had done at Barnes Hospital in St. Louis. The 
paper was discussed by Drs. James V. Freeman, 
Donald M. Baldwin, H. Bernard McEuen, Floyd 
K. Hurt, Max Suter and Nelson A. Murray. 


Escambia 

The Escambia County Medical Society enter- 
tained medical officers of the Army and Navy at 
a banquet meeting on May 10. Capt. W. D. Davis 
and Capt. W. E. Kellum and their staff from the 
Naval Air Station were guests. Dr. A. Carpausis 
of the United States Army Air Forces represented 
the medical officers at Eglin Field. 

Lieut. W. E. Furr spoke on “Concepts in the 
Treatment of Varicose Veins.””’ Commander F. A. 
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Butler presented an illustrated lecture on “The 
Diagnostic Problems in Chest Diseases,”’ and Com- 
mander F. V. Burley spoke on “The Medical 
Aspects of Atomic Warfare.” 


Franklin-Gulf 
Dr. Rudolph Bell of Thomasville, Ga., was 
the guest speaker at the March meeting of the 
Franklin-Gulf County Medical Society. He spoke 
on “Hematuria.” 


Lake 
All members of Lake County Medical Society 
have paid Association dues for 1949. 


Marion 
The May meeting of the Marion County Med- 
ical Society was held at the Hotel Florida in Ocala. 
Dr. Henry L. Harrell reported on the refresher 
tuberculosis seminar which was held in Orlando in 


the early part of May. His report included many 


of the major points which were stressed at the 


seminar. 

Members present at the society meeting in- 
cluded Drs. William H. Anderson, Hugh H. Bar- 
field, Richard C. Cumming, T. Hartley Davis, 
Bertrand F. Drake, Edwin C. Hanson, Henry L. 
Harrell, Eaton G. Lindner, Carl S. Lytle, William 
J. McGovern, Robbins Nettles, Eugene G. Peek, 
Jr., Robert E. Thompson, Thos. H. Wallis and 
Harry F. Watt. Dr. Charles H. Blandford was a 


guest. 


Pasco-Hernando-Citrus 

The May meeting of the Pasco-Hernando- 
Citrus County Medical Society was held in Inver- 
ness with Dr. Jere W. Kirkpatrick as host. Sev- 
eral members participated in the presentation of 
the scientific program. Dr. William B. Moon dis- 
cussed the case of a 21 year old white male who 
died following a rupture of aortic aneurysm. Dr. 
W. Wardlaw Jones presented several interesting 
roentgenograms of fractures. Throat condition 
with secondary systemic manifestations were dis- 
cussed by Dr. S. Carnes Harvard and Dr. Moon. 
Dr. Frank J. Farley presented an interesting case 
of purpura. 

A general discussion of legislative measures 
pending in Tallahassee was held by the members. 
Those present included Drs. Donald G. Bradshaw, 
George R. Creekmore, Frank J. Farley, S. Carnes 
Harvard, Porter J. Hudson, W. Wardlaw Jones, 
Jere W. Kirkpatrick, William B. Moon and Wil- 
liam H. Walters, Jr. Dr. Gail M. Osterhout was 


a guest. 
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, vane tes Pinellas 
lhe scientific program of the May meeting of 


the Pinellas County Medical Society consisted of 
a presentation of several case reports. Dr. Albert 
R. Frederick presided. Drs. Everett M. Harrison 
and Julio J. Guerra discussed a case of death by 
novecain in which four similar deaths occurred in 
one family. A deduction of inherited allergy was 
made. 

Drs. J. Sudler Hood and James M. Stem re- 
ported a case of either chronic fibro-cystic disease 
of the pancreas or celiac axis disease. The case was 
discussed by Dr. Edward L. Cole, Jr. 

Dr. M. Eldridge Black presented an operative 
case of abscess of the urachus. Dr. Guerra, who 
had seen the operation, discussed the case. 


Polk 

Dr. J. Brown Farrior of Tampa was the guest 
speaker at the May meeting of the Polk County 
Medical Society. He spoke on cancer of the throat 
and. on a special operation for the hard-of-hearing 
patients. 

Volusia 

Dr. Harry E. Mock, prominent Chicago sur- 
geon, while in Daytona Beach writing a book last 
winter attended the February meeting of the Volu- 
sia County Medical Society. The discussion pro- 
voked there by presentation of an alternate plan 
of federal aid to improve medical care became the 
basis of a letter addressed by Dr. Mock to the 
county medical societies throughout the nation 
entitled “Alternate Programs for Federal Aid to 
Improve Medical Care, a Letter to All County 
Medical Societies.” 

In the meeting and in the letter this distin- 
guished member of the medical profession made 
entirely clear the folly of supporting any alternate 
plan of federal aid to medicine in opposition to 
the Truman health program, for support of any 
plan of federal aid whatsoever is “tantamount to 
a confession that the medical care which we have 
been giving the people is faulty or wrong and we 
need federal aid to correct the situation.”” He con- 
tinued, ‘The fight for or against Socialized Medi- 
cine is upon us. Those confident that it will never 
come may be licked by overconfidence. Those 
among us who feel that some form of Socialized 
Medicine is inevitable and that we had, therefore, 
better give the people an alternate plan rather 
than the President's plan are already licked. The 
politicians would gladly accept this alternate plan, 
for it would be the biggest wedge they have ever 
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had to undermine the American way of life. 

We have too much government in medicine al- 
ready. We do not need federal aid to improve 
medical care. The medical profession has done 
an excellent job in improving the nation’s health. 
If we will face frankly our shortcomings and cor- 
rect these, the people will reject ‘political medi- 
cine.’ ” 

Warning that the profession is in danger of 
becoming top-heavy with specialists, Dr. Mock 
made a plea for more general physicians, imbued 
with the common sense concept of good medical 
and surgical judgment, willing and able to treat 
the average run of patients and adequately trained 


to do so. His admonition was, “Restore to the 


people the time-honored ‘family doctor’ of Amer- 


ican Medicine and every criticism of the profes- 
sion will disappear, and Socialized Medicine will 
go by the boards just as ‘free silver’ did in Bryan's 


day.” 


Joseph Rodwell Carver 

Dr. Joseph R. Carver of Branford was drowned 
in the Suwannee River on April 19, 1949, in his 
efforts to rescue his 2 year old daughter, Kathryn 
Ann, also a victim of the overturned speed boat in 
which they were riding. 

Dr. Carver was born in Decatur, Ga., in 1919. 
He attended elementary schools in Atlanta, and 
also was a student at Emory University. In March 
1947, he was graduated from the University of 
Georgia School of Medicine in Augusta. Dr. Car- 
ver served a rotating internship at the Baroness 
Erlanger Hospital in Chattanooga. Tenn. He had 
only recently moved to Branford from Dalton, Ga. 

The young physician was a member of the 
Madison-Suwannee County Medical Society, the 
Florida Medical and the American 
Medical Association. 

Survivors include 
Carver. and two daughters. 


Association 


his widow. Mrs. Rebecca 


RESIDENCIES AVAILABLE: Two physicians tor 
residents at general hospital in Florida; 50 per cent charity 
Actual surgical experience offered; salary open. Write 
09-25, P. O. Box 1018, Jacksonville, Fla. 
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National Education Campaign 

The county auxiliaries throughout the state 
are devoting their attention to the National Edu- 
cation Campaign. Of course, there is an over-all 
program for our coming year’s work, but the emer- 
gency of compulsory health insurance is one which 
must of necessity receive our immediate attention. 

The chairmen of the county auxiliary Educa- 
tion Committees, or Public Relations Committees, 
are organizing the work so that every doctor’s 
wife is oriented into the “know-how” of approach- 
ing the public. Since getting the State and Gen- 
eral Federations of Women’s Clubs to pass resolu- 
tions opposing compulsory health insurance, we 
are now focusing our attention to other organiza- 
tions. The members of the auxiliaries are obtain- 
ing as many letters and cards as possible from 
registered voters stating their opposition to this 
form of legislation. These letters and cards are 
to national legislators and the President of the 
United States. 

Every doctor's wife in this state is urged to 
study the material on compulsory health insurance 
which has been distributed. She should be pre- 
pared to discuss intelligently her reasons for op- 
posing such legislation. 

Mrs. James L. Anderson, 
President-elect 





